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Pro-Banthine: For Anticholinergic 
Action in the Gastrointestinal Tract 


Combined neuro-effector and ganglion inhibiting 


action of Pro-Banthine consistently controls 


gastrointestinal hypermotility and spasm and the 
attendant symptoms. 


Pro-Banthine is an improved anticholinergic 
compound. Its unique pharmacologic proper- 
ties are a decided advance in the control of the 
most common symptoms of smooth muscle spasm 
in all segments of the gastrointestinal tract. 

By controlling excess motility of the gastroin- 
testinal tract, Pro-Banthine has found wide use? 
in the treatment of peptic ulcer, functional diar- 
rheas, regional enteritis and ulcerative colitis. It 
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is also valuable in the treatment of pylorospasm 
and spasm of the sphincter of Oddi. 

Roback and Beal? found that Pro-Banthine 
orally was an “inhibitor of spontaneous and his- 
tamine-stimulated gastric secretion’? which “‘re- 
sulted in marked and prolonged inhibition of the 
motility of the stomach, jejunum, and colon. . ..” 

Therapy with Pro-Banthine is remarkably free 
from reactions- associated with parasympathetic 


inhibition. Dryness of the mouth and blurred © 


vision are much less common with Pro-Banthine 
than with other potent anticholinergic agents. 

In Roback and Beal’s? series “Side effects were 
almost entirely absent in single doses of 30 or 
40 mg....” 

Pro-Banthine (8-diisopropylaminoethy! xan- 
thene-9-carboxylate methobromide, brand of 
propantheline bromide) is available in three dos- 
age forms : sugar-coated tablets of 15 mg. ; sugar- 
coated tablets of 15 mg. of Pro-Banthine with 15 
mg. of phenobarbital, for use when anxiety and 
tension are complicating factors; ampuls of 30 
mg., for more rapid effects and in instances when 
oral medication is impractical or impossible. 

For the average patient one tablet of Pro- 
Banthine (15 mg.) with each meal and two tablets 
(30 mg.) at bedtime will be adequate. G. D. 
Searle & Co., Research in the Service of Medicine. 


1. Schwartz I. R.; Lehman, E.; Ostrove, R., and Seibel, J. M.: 
Gastroenterology 25:416 (Nov.) 1953. 

2. Roback, R. A., and Beal, J. M.: Gastroenterology 25:24 
Sept.) 1953. 


jr ‘SYMPATHETIC GANGLION 
CANCION 
Sites at which Pro- thine inhibits excess. ce 
1 


COMMENTS ON INHALATION THERAPY OF BRONCHIAL OBSTRUCTION 


Tenacious mucous plugs that obstruct the airways and interfere 
with breathing cause or complicate many respiratory conditions 
notably laryngotracheobronchitis, bronchopneumonia, atelectasis, 
bronchiectasis and bronchial asthma. 


Alevaire®—a balanced mucolytic detergent designed to produce 
a stable mist which does not evaporate—often produces 
dramatic improvement in these cases. Alevaire has also been 
found valuable and even life saving in asphyxia neonatorum 
due to mucus obstruction or inhalation of amniotic fluid. 


Sadove and his associates’ found Alevaire most useful for ade- 
quate humidification of oxygen. "It is probably indicated in all 
cases where oxygen is administered in the presence of secretions.” 


Prevents Postoperative Complications 


Sadove? believes that "postoperative pneumonia" is frequently 

only a neglected atelectasis, which will respond readily to 
Alevaire. Once the bronchial tree is clear, the temperature usually 
becomes normal in a few hours. In postoperative patients with a 
history of chronic sore throat, chronic cough, sinus infections, _ 
postnasal drip or heavy smoking, pulmonary complications may be ex- 
pected, and the prophylactic use of Alevaire is frequently indicated. 


Bronchial Asthma Responds Remarkably Well 


Bronchial asthma "is often accompanied by the constant presence of 
irritating secretions in the bronchi. These secretions are usually 
thick and difficult to expectorate and often cause more dyspnea than 
does the bronchospasm. These cases respond remarkably well to 
Alevaire inhalation" (Miller). 


Ravenel‘ recommends the use of Alevaire in addition to the usual 
therapeutic measures in cases of asthma and allergic broncho- 
pneumonia. "The results in 40 cases of severe asthma and allergic 
bronchopneumonia were equally good. This might have been anticipated 
because of the important part played by tenacious, viscid secretions 
in the pathogenesis of these diseases." 


Alevaire contains 0.125 per cent of the detergent superinone, 

2 per cent sodium bicarbonate and 5 per cent glycerin. It is 

supplied in bottles of 500 cc. for continuous and 60 cc. for inter- 
mittent nebulization. Alevaire should not be diluted. Winthrop—Stearns 
Inc., New York 18, N.Y., Windsor, Ont. 


1. Sadove, M. S.; Gittelson, L. A.; Wyant, G. M.; and Holinger, P. H.: 
Am. Pract. & Digest Treat., 5:11, Jan., 1954. 

2. Sadove, M. S.: Paper read before meeting of the Champaign Medical 
Society, Champaign, I1ll., Mar. 12, 1953. 

3. Miller, J. B.: Paper read before meeting of Georgia Academy of 
General Practice, Savannah, Oct. 16, 1953. 

4. Ravenel, S. F.: J.A.M.A., 151:707, Feb. 28, 1953. 
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extends the scope of penicillin therapy 
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vere hypertension, the 
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DECEMBER 1954 EVENTS 


HEW Secretary Hobby 
Previews 1955 Plans 


Voluntary Insurance 
Is Preferred Method 


Appoint Commission 
To Study Problems 


Controversial Report 
Referred to Trustees 


> Hatl r beaut eta Hobby a 
before the House elegates in Mi ast wee 
previewed the inistration's paghe to push its med 

einsur oposal in the t year. e- 
mindin the profession that the Eisenhower administration 
Opposed government regimentation, she declared that it would 


nevertheless vigorously search out and "put into effect new 
methods of meee better health for all our people." 


Blue eld an padyv bee 


told about “reins “legislation. 
il e > million 


initial new bill would quadruple the 
appropriation. 


> Compulsory surance 
Hobby: (1) It would not achieve the objective of better 
2) it would be crushing in terms cost. The 

and her Department of Health, Sinsation and Welfare 
agreed, she said, that voluntary insurance was a better 
mechanism for meeting medical costs. But she stressed that 
even though 38 million more people had some form of health 
insurance in 1953 than in 1948, medical bills not covered 
by insurance increased by 1.4 billion dollars. Though 99 
million people had health insurance in 1953, eight billion 
dollars of the year's total private medical bill was not 
covered by insurance, up from 6.6 billion in 1948. 


> A joint itte be inted by th 

to "clari reas o n Hobby reporte s 
task will be to find ou 30 million uninsured to 
the present 99 million, leaetnn 30 million indigents and 
chronics to be cared for by local government and charity. 


Cc ble 1 
isenhower objectives are & mem 
the U nD tee, who fol- 


lowed rs. Hob bby on the House of Delegates’ podium. He saw 
little advantage to be gained by the proposed bill, with a 
possible danger of ultimate government regulation of private 
insurance. 


Trustees (an ade ember) ann ed creation 

new commission to plans Ne xt 
Walter Martin urged "continue Errort to meet the medical 
needs of the low income and non-insurable groups," the same 
30 million referred to earlier by Mrs. Hobby. 


» in an otherwise Hours 

pigeonholed a repo e mm ee on Medical Pract 

it will reported on" by the trustees at the antic 
City meeting next June. Many people surmised the report was 
simply too hot for the board to handle. 
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Scheduled Speakers 
For Academy Telecast 


Merit Only Criterion 
Of Surgeon's Ability 


Academy Gets Praise 
In De Kruif Article 


resoluti nt ed b DeTar Acade 
officer) calling for an study on general practice 
turned down by referring it to the board on the grounds th 
AAGP had such studies under way. Having politely listened 
to Mrs. Hobby, having heard a plea from American Legion 
Commander Seaborn Collins to bury the hatchet, having 
elected 66-year-old Academy Member Karl B. Pace of Green- 
ville, N. C., "General Practitioner of the Year," and having 
rejected again a proposal that the AAGP be represented on 
the Commission for Hospital Accreditation, the delegates ad- 
journed for more pleasant activities at Miami's beaches, 
race—tracks and swank night spots. 


> Five prominent speakers will participate in the Academy's 
nationwide closed circuit television program scheduled for 
6 P.M. (EST), Thursday, February 24. More than 20,000 
physicians in the United States and 


| Canada will view the 


one-hour scientific progran. 


The program will reach 53 cities in the country and thre 
in Canada. rN tentative list of cities appears on page 118 
of this issue. At a meeting last week (during the AMA 
convention in Miami) the Executive Committee selected 56 
Academy members to preside at the local sessions when 
members will assemble to view the hour's program. 


> Who may do surgery in the hospital? Physicians and 
hospital administrators seeking an answer to this much 
debated question can find it in a recent official statement 
by Dr. Kenneth B. Babcock, director of the Joint Commission 
on Hospital Accreditation. In the bulletin of the Joint 
Commission, he states that, "There is no specific answer to 
the question. Good surgery cannot be measured blindly by 
years of residency, preceptorship, or number of operations 
assisted at or performed." 


Dr. Babcock points out the obvious but frequently 
overlooked fact that years of training is not alone a 
guarantee of competent surgery. He observes that formal 
residencies, specialty society membership and board 
certification are among the criteria to be considered in 
determining staff privileges, but, he says, "The frank, 
brutal truth remains, however, that they sometimes, though 
not often, are only a piece of paper; that time can warp a 
man's judgment, and poor health can slow the facilities of a 
surgeon's hands until he becomes a dangerous man in the 
operating room." 


"Merit alone is the only criterion for judging 
physicians’ surgical abilities," says the Joint Commission 
director. "This judgment Should be performed by those 
capable of judging other qualified surgeons, by those who 
are willing to accept the responsibility and to attest to 
the public and community that ‘in our judgment this man 
is capable of doing good surgery.' In our present medical 
set-up this means that a staff surgeon should be judged by 
those other members of the staff who have seen him work, 
use his judgment and exercise his ability. It becomes a 
local personal equation in every hospital. It is a terrific 
responsibility. It can never be decided on a friendship, 
personality or class basis." 


> Eleven million buyers of Reader's Digest plus countless 
millions of additional readers will read a magnificent 
article by Paul de Kruif about the Academy next February. 
It will be a condensation of a full-length article by this 
famous writer to appear in the January GP. With unstinted 
praise it describes the origin and program of the nation's 
second largest medical association. 
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Treasurer-Executive Secretary: W. A. Dozier, Jr., 17 
Molton Street, Montgomery 


Arizona. President: Harry SourHwortu, M.D., Box 788, 
Prescott; Secretary-treasurer: Samuat H. Hare, M.D., 
322 N. Scottsdale Road, Scottsdale 


Arkansas. President: C. R. Exuis, M.D., 635 S. Main St., 
Malvern; Secretary-treasurer: C. C. Lone, M.D., Ozark 


California. President: Mertin Newkirk, M.D., 7847 East 
Florence, Downey ; Secretary-treasurer: ANTONIO J. FRAN- 
zi, M.D., 4808 Mission St., San Francisco; Executive 
Secretary: Wiut1am W. Rocers, 461 Market Street, San 
Francisco 


Colorado. President: KennerH H. Breese, M.D., 101 S. Divi- 
sion Ave., Sterling; Secretary: R. M. Maut, M.D., 2704 
West 32nd Avenue, Denver; Treasurer: Tuomas E. Best, 
M.D., 3705 East Colfax, Denver 


Connecticut. President: Justus H. Grower, M.D., 32 Mans- 
field Terrace, Middletown; Secretary-treasurer: PETER J. 
ScaraRELLo, M.D., 410 Asylum Street, Hartford ; Executive 
Secretary: Marita S. Wats, 410 Asylum St., Hartford 


Delaware. President: GrorcE J. Bornes, M.D., 413 N. Broom 
St., Wilmington; Secretary: Morris Harwitz, M.D., 314 
N. Broom St., Wilmington; Treasurer: Doucitas W. 
Mac Ketcan, M.D., 1501-B North Broom St., Wilmington 


D.C. President: Maurice J. Kossow, M.D., 414 Twelfth St., 
S.W., Washington; Secretary: Frank S. Pettecrini, M.D., 
3409 Alabama Ave., S.E., Washington; Treasurer: C. 
Rocer Kurtz, M.D., 3701 Connecticut Ave., N.W., 
Washington 


Florida. President: Leonarp L. Wem, M.D., 605 Lincoln 
Road, Miami Beach; Secretary-treasurer: Leon S. E1sen- 
MAN, M.D., 760 E. Fourth Ave., Hialeah 


Georgia. President: G. H. Atexanper, M.D., Forsyth; 
Secretary-treasurer: Ben K. Looper, M.D., Cherokee 
Clinic, Canton; Executive Secretary: Mr. Micron Krue- 
GER, 875 W. Peachtree St., Atlanta 


Idaho. President: FRANKLIN C. Davin, M.D., 407 Continental 


Bank Bldg., Boise; Secretary-treasurer: Joun T. BRUNN, 
M.D., 123 E. Idaho, Meridian 


GP e December, 1954 


Ilinois. President: Dewey M. Roserts, M.D., 615 E. Third 
Street, Alton; Treasurer: Cart G. SACHTLEBEN, M.D., 7905 
Cottage Grove, Chicago 19; Executive Secretary: H. 
Marcumont-Rosinson, M.D., 14 East Jackson Blvd., 
Chicago 4 


Indiana. President: O. T. Scamanorn, M.D., Pittsboro; 
Secretary-treasurer: NorMAN R. Boouer, M.D., 447 East 
38th St., Indianapolis; Executive Secretary: Mr. CHARLES 
G. Doscu, 447 East 38th St., Indianapolis 


lowa. President: Frank D. McCartuy, M.D., 720 Badgerow 
Bldg., Sioux City; Secretary-treasurer: Donatp H. Kast, 
M.D., 720 Bankers Trust Bldg., Des Moines; Executive- 
Secretary: Mrs. Exizasetu B. Netson, 3600 Franklin Ave., 
Des Moines 10 


Kansas. President: Crovis W. Bowen, M.D., 700 Kansas 
Ave., Topeka; Secretary-treasurer: Fioyp Eart 
BECK, M.D., 300 S. Main, El Dorado; Executive Secretary ; 
Mr. Gene Witcox, 506 State Bank Building, Winfield 


Kentucky. President: Garnetr J. Sweeney, M.D., Liberty; 
Secretary-treasurer: D. G. Mutter, Jr., M.D., Morgan- 
town; Executive Secretary: Joyce Crark, Morgantown 


Louisiana. President: Janie M. Topp, M.D., 1434 Gieffers St., 
Lake Charles; Secretary: E. A. Farrer, M.D., 822 Maison 
Blanche Bldg., New Orleans; Treasurer: JosepH W. 
Crooxsuank, M.D., 1422 Ryan, Lake Charles 


Maine. President: Francis A. Facone, M.D., 312 Congress, 
Portland; Secretary-treasurer; Executive Secretary: W. 
H. Boynton, M.D., Paradise Road, Bethel 


Maryland. President: Lauriston L. Keown, M.D., 431 E. 
Lake Ave., Baltimore 12; Secretary-treasurer: Wmu1AM T. 
Layman, M.D., 5 Public Square, Hagerstown; Executive 
Secretary: Mr. Wituiam J. Wiscorr, 3722 Greenmount 
Ave., Baltimore 18 


Massachusetts. President: R. Apetaipe Draper, M.D., 1107 
Washington St., Dorchester; Corresponding Secretary: 
James Harrison, M.D., 69 Bridge St., Dedham; Treas- 
urer: Dantet M. Rocers, M.D., 2 Cherry Street, Wenham 


Michigan. President: Kart L. Swirt, M.D., 869 Fisher Bldg., 
Detroit; Secretary-treasurer: Russet F. Fenton, M.D., 
15125 Grand River Ave., Detroit 27 

(Continued on page 13) 


rheumatoid 
arthritis 


TERRA-CORTRIL* + Topical Ointment 
TERRA-CORTRIL* Ophthalmic. Suspension 
New, easier-to- remember" 


conta Acetate Aqueous 
injection: 


| 
< 
a 
ava ilable as scored 4 
U 
JW 
. Acetate O Ointment 
acy, 
UL ‘ 
PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 


(Continued from page 11) 

Minnesota. President: Herman E. Drut, M.D., 205 Strobeck 
Bldg., Hopkins; Secretary-treasurer: Lewis J. Roserts, 
M.D., 3827 Central Ave., N.E., Minneapolis; Executive 
Secretary: James A. Brake, M.D., 15-9th Avenue, South, 
Hopkins 


Mississippi. President: W. Moncure Dasney, M.D., Crystal 
Springs; Secretary-treasurer: Ausrey V. Beacuam, M.D., 
Magnolia; Executive Secretary: Miss Louise Lacey, P.O. 
Box 1435, Jackson 


Missouri. President: JosepH GeTetson, M.D., 1218 Rialto 
Bldg., Kansas City; Secretary-treasurer: P. V. SiEcEL, 
M.D., Bothwell Memorial Hospital, Sedalia 


Montana. President: Rosert H. Leeps, M.D., Chinook; Sec- 
retary-treasurer: Harry R. Sorrero, M.D., 315 North 
Broadway, Billings 


Nebraska. President: CLarence R. Brorr, M.D., 513% Court 
St., Beatrice; Secretary-treausrer: W. E. Huncerrorb, 
M.D., 1904 Spencer Street, Omaha 


Nevada. President: JosepH M. GeorcE, Jr., M.D., 402 Carson 
Ave., Las Vegas; Secretary-treasurer: BURCHARD WINNIE, 
M.D., Walker River Hosp., Schurz 

New Hampshire. President: IsrazeL A. Dinerman, M.D., 
Mechanic St., Canaan; Secretary-treasurer: WituiaM F. 
Putnam, M.D., Lyme 


New Jersey. President: Vincent Campana, M.D., 386 Fair- 
mount Ave., Jersey City; Secretary: ArTHuR P. Trew- 
HELLA, M.D., 376 Fairmount Ave., Jersey City; Treasurer: 
RicHarD R. CHamBertain, M.D., 30 Lenox Place, Maple- 
wood 


New Mexico. President: Letanp S. Evans, M.D., 217 W. 
Court Ave., Las Cruces; Secretary-treasurer: Pere J. 
Starr, M.D., Riverside, Roswell 


New York. President: Garra L. Lester, M.D., 1 Morris Ave., 
Chautauqua; Secretary-treasurer: RayMonD S. 
M.D., 84 Main Street, Binghamton 


North Carolina. President: Mitton S. Crarx, M.D., Bank of 
Wayne Bldg., Goldsboro; Secretary-treasurer: Joun R. 
Benver, M.D., 820 Nissen Building, Winston-Salem 


North Dakota. Acting Secretary: Ira D. Crarx, M.D., Cassel- 
ton 


Ohio. President: Herspert W. Satter, M.D., 4900 Euclid 
Ave., Cleveland 3; Treasurer: Howarp R. MITcHELL, 
M.D., 683 E. Broad St., Columbus; Executive Secretary: 
Eart D. McCatuister, M.D., 209 S. High St., Columbus 15 


Oklahoma. President: Epwarp T. Cook, Jr., M.D., 420 S.W. 
Fifth St., Anadarko; Secretary-treasurer: Exmer RipGE- 
way, Jr., M.D., 2750 N.W. 23rd St., Oklahoma City 


Oregon. President: Davin G. Duncan, M.D., 2400 N.W. Al- 
berta, Portland; Treasurer: Srantey A. Boyp, M.D., 716 
Medical-Dental Bldg., Portland; Executive Secretary: Mr. 
J. J. Apams, 106 S.E. 109th Ave., Portland 16 


Pennsylvania. President: Joun B. Jacoss, M.D., 202 S. Broad 
St., Lansdale; Secretary-treasurer: Horace W. Esusach, 
M.D., 4450 State Rd., Drexel Hill 


Rhode Island. President: Cuarues E. Bryan, M.D., 425 Willett 
Ave., Riverside ; Secretary-treasurer: RICHARD J. KRAEMER, 
M.D., 2907 Post Road, Greenwood 


South Carolina. President: Kirsy D. Sueaty, M.D., 1419 
Blanding St., Columbia; Secretary-treasurer: Horace M. 
Wurrworts, M.D., 301 E. Coffee St., Greenville 


South Dakota. President: Joun Hacin, M.D., Drawer N, 
Miller; Secretary-treasurer: Macni Davinson, M.D., 
Brookings Clinic, Brookings 

Tennessee. President: Ben L. Pentecost, M.D., 1016 Jackson 
Ave., Memphis; Secretary-treasurer: D. J. Jouns, M.D., 
313 Bennie-Dillon Bldg., Nashville; Executive secretary: 
Mr. Wiuiam C. McMurry, Jr., 701 Crescent Rd., Nash- 
ville 

Texas. President: L. BonnaM Jones, M.D., 929 Manor Dr., 
San Antonio; Secretary-treasurer: Woopson W. Harris, 
M.D., 1410 Nickerson Street, Austin; Executive secre- 
tary: Mr. Donatp C. Jackson, 308 W. 15th St., Austin 


Utah. President: Russext N. Hirst, M.D., 385 Twenty-fourth 
St., Ogden; Secretary-treasurer: Aaron Betnar Ross, 
M.D., 3419 Riverdale Rd., Ogden 


Vermont. President: Wayne Grurriri, M.D., Ellsworth Medi- 
cal Group, Chester; Secretary: H. HeErnincer, 
M.D., 37 Buell St., Burlington 


Virginia. President: Ricuarp M. Reynotps, M.D., 181-A 
View Ave., Norfolk 3; Secretary: W. Linwoop Batt, M.D., 
714 North Boulevard, Richmond 20; Treasurer: Cart W. 
Meapor, M.D., 622 N. Boulevard, Richmond 20; Execu- 
tive Secretary: Mrs. Heen M. Sexier, 1105 West Franklin, 
Richmond 20 


Washington. President: Austin B. Kraaset, M.D., 415 North 
85th St., Seattle; Secretary-treasurer: Rospert McC. 
O’Brizn, M.D., 426 Medical Center Building, Spokane 

West Virginia. President: Jacosp C. Hurrman, M.D., Edmins- 
ton Bldg., Buckhannon; Secretary-treasurer: HaLvarD 
Wancer, M.D., Box 175, Shepherdstown; Executive Sec- 
retary: Mrs. Marcaret I. MacVean, Box 41, Shepherds- 
town 

Wisconsin. President: Cyrus G. Reznicuek, M.D., 2037 Win- 
nebago, Madison; Secretary-treasurer: ROBERT F. PURTELL, 
M.D., 758 North 27th St., Milwaukee 8; Executive Secre- 
tary: Mr. Rosert DuFour, 758 N. 27th Street, Milwaukee 

Wyoming. President: Ext Custer Ripcway, M.D., Cody 
Clinic, 1301 Rumsey Ave., Cody; Secretary-treasurer: 
Wutarp H. Pennoyver, M.D., Hynds Building, Cheyenne 

Alaska. Acting Secretary: J. Wittiam Gisson, M.D., 172 S. 
Franklin, Juneau 

Hawaii. President: RospertT D. M.D., 378 Young 


Bldg., Honolulu; Secretary-treasurer: Rospert Y. Kat- 
suki, M.D., 1515 Nuuamu Ave., Honolulu 


¢ The American Academy of General Practice is a national association of physicians engaged in the general practice of medicine and surgery. 
It is dedicated to the belief that general practice is the keystone of American medicine, and to the conviction that continuing study is the basis 
of sound general practice. It is the role of GP, official publication of the Academy, to provide constantly the best postgraduate literature in all 
phases of general practice in its scientific section. In other regular departments it carries articles and official reports pertinent to the work of 


the Academy's fifteen standing committees. 
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Phospho-Soda (4x)° 


A laxative of choice for half-a-century 


THOROUGH 


Purgative: 4 teaspoonfuls or more before breakfast. 


Aperient or Mild Laxative: 2 teaspoonfuls before breakfast or, if indicated, 
before other meals. 


Administer in one-half glass of water, followed by second glass. 


Phospho-Soda (Fleet) is a solution containing in each 100 cc. sodium biphosphate 
48 Gm. and sodium phosphate 18 Gm. 


C. B. Fleet Co., Inc. * Lynchburg, Virginia 
‘Phospho-Soda’ and ‘Fleet’ are registered trademarks of C. B. Fleet Co., inc. 


Also Gentle...Prompt... Thorough 
THE FLEET ENEMA 
in the “squeeze bottle” disposable unit 


GENTLE 

) 

fo 

Wart: 


use FURADANTIN first... 


IN URINARY 4 TRACT INFECTIONS 


j 


for ¥apid clearing 


of the 


urine 


in 30 minutes: antibacterial concentrations 
in the urine 

in 24 hours: the urine is frequently clear 
In 3 to & days: complete clearing of pus 
cells from the urine 

In 7 days: sterilization of the urine in 
the majority of cases 

With Furadantin there is no proctitis, 
pruritus ani, or crystalluria. 

Average adult dosage: Four 100 mg. tablets 

daily, taken with meals and with food or 

milk before retiring. 

50 and 100 mg. tablets. 

Oral Suspension, 5 mg. per cc. 


EATON LABORATORIES 
NORWICH, NEW YORK 


FURADAN 


brand of nitrofurantoin, Eaton 


‘ 
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THE TECHNIQUE OF MANAGEMENT 
OF HYPERTENSION WITH ANSOLYSEN 


Indications: Moderately severe, severe, or malig- 
nant hypertension. Enables effective control in 
90% of patients.! 


Aim of Therapy: To reduce gradually the standing 
systolic blood pressure to approximately 120 mm. 
Hg.? 

The Drug Used: ANSOLYSEN, a new, orally effective 
ganglionic blocking agent, which produces certain 
fall in blood pressure. Drug resistance and by- 
effects are minimal. 

THE TECHNIQUE 


The patient’s posture influences response. Max- 
imum response is produced when standing, less 
when sitting, least when recumbent. The physician 
must determine the dose of ANSOLYSEN required to 
reduce the patient’s standing systolic pressure to 
normotensive levels for that patient at the point of 
maximum drug effect. 


TIME HOURS 


Dosage: The starting dose is 20 mg., taken orally 
every 8 hours. The morning dose may be taken 
before or after breakfast, but the patient should 
consistently follow the course elected. Each dose 
is increased by 20 mg. every second day until the 
patient experiences a little faintness or giddiness 
in the standing position (postural hypotension) at 
the time of maximum drug action.’ The ideal dose 
is nearly always 20 mg. less than the dose that just 
succeeds in causing faintness in the standing 
posture. 


Vaintenance of Effective Dose: Where several daily 
recordings of pressure can be made by the patient 
or a member of his family, the physician can 
easily adjust ANSOLYSEN dosage as necessary.?+4 
Home pressures should be taken with the patient 
in the standing position and at the time of maxi- 
mum drug effect. For more complete information 
on this method, see package circular or other 
ANSOLYSEN literature. 


Where taking of home blood pressures is not 
practical, control of dosage by symptoms? of hypo- 
tension is more useful than the taking of occasional 


blood pressures. If it is uncertain whether an effec- 
tive dose is being maintained, it should be increased 
by 20 mg. increments cautiously until mild faint- 
ness occurs in the standing posture. Thus, control 
of dosage is in terms of hypotensive symptoms 
such as faintness or lightheadedness and not in 
terms of by-effects such as dry mouth or blurred 
vision. 

Adjunctive Therapy: The concomitant use of reser- 
pine with ANsOLYsEN produces smoother blood 
pressure response, decreases the dose of ANSOLYSEN 
required,? and minimizes by-effects from para- 
sympathetic blockade.® 


Precautions: ANSOLYSEN affects sympathetic and 
parasympathetic nerve transmission. Improper 
technique may result in marked postural hypo- 
tension, constipation, dryness of the mouth, 
blurred vision, urinary retention (especially in 
males with enlarged prostates), and, rarely, ob- 
stipation or paralytic ileus. 

It is mandatory to maintain normal bowel func- 
tion. Pilocarpine nitrate, 2.5 to 5 mg., taken with 
each dose of ANSOLYSEN, usually controls con- 
stipation, blurred vision, and dryness of mouth.? 
If pilocarpine fails to control constipation, 15 to 
30 mg. of Prostigmin®? may be taken upon arising; 
if necessary, a laxative such as Petrogalar® with 
Phenolphthalein may be taken at bedtime. In the 
presence of constipation, the dose of ANSOLYSEN 
should be reduced until normal bowel function 
returns; then the dose should be gradually re- 
stored to the optimal level. 


SUPPLIED: ANSOLYSEN Tablets—40 mg. and 
100 mg. tablets, scored for division of dose, 
bottles of 100. Also Available: ANSOLYSEN 
Injection—10 mg. per cc., vials of 10 ce. 


1. Freis, E. D.: Personal communication 

2. Sturgis, C. C.: Television Symposium; “The Manage- 
ment of Hypertension,” American College of Phy- 

sicians, Sept. 23, 1954 

3. Smirk, F. H.: Lancet 1:457 (March 7) 1953 

4. Freis, E. D.: M. Ann. District of Columbia 23:363 
(July) 1954 

5. Smirk, F. H., and others: Lancet 2:159 (July 24) 1954 


ANSOLYSEN* 


Pentolinium Tartrate 
*Trademark Philadelphia 2, Pa. 
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Chis Month’s Authors 


Jacob J. Cohen, M.D., 


is engaged in the practice of general medicine in Philadelphia. He received his A.B. degree 
from ‘ie University of Pennsylvania and his M.D. degree from Temple University School of 
Medicine. Following an internship at Mount Sinai Hospital, Philadelphia, Dr. Cohen entered 
the field of general medicine, and after four years’ service with the Army Medical Corps during 
World War II, returned to his practice. Dr. Cohen, who has been interested in the problems of 
obesity since his intern days, is the author of the article, ‘Importance of Unobtrusiveness in 
Treating Obesity.” 


Vincent J. Fontana, M.D., 


who is engaged in teaching and research activities at the New York University-Bellevue Medical 
Center, is an instructor in pediatrics and allergy at the New York Post-Graduate Medical 
School, New York City. A graduate of Long Island College of Medicine, he interned at Kings 
County Hospital, Brooklyn, and served pediatric residencies at St. Mary’s Hospital, Brooklyn, 
and at Kings County, and a residency in cardiology at St. Francis Sanatorium for Cardiac 
Children, Roslyn, Long Island. Dr. Fontana is the author of “‘Eczematous Dermatitis in Chil- 
dren.” 


Edward S. Gifford, M.D., 


an ophthalmologist who practices in Philadelphia, is the author of ‘The Eye Complaints of 
Neurotic Patients.” He is chief ophthalmologist to the Pennsylvania Hospital, consulting oph- 
thalmologist to the Benjamin Frarklin Clinic of the Pennsylvania Hospital and to the Woman’s 
Hospital, Philadelphia, and assistant professor in his specialty at the Graduate School of Medi- 
cine of the University of Pennsylvania. The article appearing in this issue is Dr. Gifford’s 
second contribution to GP. 


B. V. A. Low-Beer, M.D., 


is professor of radiology at the University of California School of Medicine, San Francisco, and 
radiologist for the University of California Hospital. He is also in charge of the Radiation 
Therapy Subdivision of the Department of Radiology at this university. Dr. Low-Beer, a gradu- 
ate of the University of Prague, came to the United States in 1941. He has been engaged in 
radiologic work since 1925 and is well qualified as the author of this month’s ‘Practical Thera- 
peutics” feature, “The Therapeutic Use of Radioactive Isotopes.” 


Alan R. Moritz, M.D., 


professor of pathology and director of the Institute of Pathology, Western Reserve University, 
Cleveland, O., received his medical degree from the University of Nebraska College of Medi- 
cine, Omaha. He was formerly a visiting lecturer in legal medicine at Yale University, New 
Haven, Conn., a consultant to Children’s Hospital, Boston, and pathologist-in-chief at Peter 
Bent Brigham Hospital, Boston. Dr. Moritz, author of ‘Sudden and Unexpected Death Due to 
Disease,” has contributed numerous articles to the various medical journals. 
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A wound is as strong as the connective tissue 
that holds it together...and the maximum 
strength of a wound is reached more rapidly 
when the diet contains liberal amounts of 
protein for growth of connective tissue.’ 
Cheese, long recognized as an excellent and 
concentrated source of easily-digested milk 
protein, simultaneously provides generous 
amounts of calcium, phosphorus and other 
nutritionally important minerals and vitamins. 
Cheese is likewise indicated for its high 
protein value in the geriatric diet” and when- 
ever low tissue protein stores are suspected, 
not only in poorly healing wounds but also 


Manufacturers and distributors of RORDEN'S Instant Coffee * 
STARLAC non-fat dry milk » BORDEN'S Evaporated Milk « 
Fresh Milk * Ice Cream + Cheese + 

EAGLE BRAND Sweetened Condensed Milk + 

BREMIL powdered infant food » MULL-SOY hypoallergenic food 
BIOLAC infant food « DRYCO infant food « 
KLIM powdered whole milk 

1. Baborka, C. J.: Treatment by Diet, ed. 5, Philadelphia, 
}.B. Lippincott Company, 1948, p. 607. 

2. Sebrell, W. H., in Stieglitz, E. J.: 

Geriatric Medicine, ed. 2, Philadelphia, 

W. B. Saunders Company, 1949, p. 194. 

3. Morgan, D. B.: J. Missouri M. A. 49:8% (Nov.) 1952. 


binding a wound with cheese 


in patients with bed sores, chronic bullous dis- 
eases, atopic dermatitis, and senile pruritus.’ 

The wide variety of Borden cheeses lends 
itself to a diversified diet—from main dishes 
based upon popular Cheddar and Swiss or 
refreshing salads with soft Cottage or Cream 
cheese—to epicurean Camembert or Lieder- 
kranz Brand that add a tangy finish to the meal. 

High palatability, pleasing texture and deli- 
cious flavor, characteristics of Borden cheeses, 
stimulate the appetite and contribute to greater 
eating enjoyment for both the convalescent and 


other members of the family. 


BOLUM 


350 Madison Avenue, New York 17, N. Y. 
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Yours Cruly.. . 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Adhesive Scores First 


Dear Dr. Hussey: 

The use of cellophane tape for closure of lacerations, 
the topic of the article by Dr. Paul Williamson in the August 
GP, is not new as a technique. Adhesive tape was used in a 
similar fashion many years before cellophane was discovered. 

In 1928 I was first shown the method of using adhesive 
butterfly splints in closing a surgical wound in the out- 
patient department at Rush Medical School (now integrated 
with the University of Illinois School of Medicine). In 1929, 
when I was an intern, I was forced to close a six-inch fore- 
head laceration by a tough guy who told me: ‘‘You’re not 
going to sew on me, get me?” 

Since then I have used this method in hundreds of cases 
in 23 years of practice. As Dr. Williamson stated, the most 
appreciative group is children. 

By making a butterfly splint very little of the tape is 
actually in contact with the wound. Only the narrow waist 
line of the splint touches the wound. Also, the splint is 
touched up with an antiseptic on both the adhesive and the 
nonadhesive side. In hundreds of cases this method has 
kept down infections to a minimum not only with private 
patients but with a large number of industrial accidents. 

Cuartes Baron, M.D. 
Covington, Ky. 


Our Pleasure 
Dear Sir: 

I would like some information regarding your Member- 
ship Directory for the American Academy of General Prac- 
tice. As a former member I have at hand a 1952 Membership 
Directory. 

I am now engaged in the specialty of Insurance Medicine 
and, as such, have occasion from time to time to look for 
and to appoint medical examiners for our company in various 
cities and towns throughout the country. The 1952 Direc- 
tory has been a help, and sometimes a deciding factor in ap- 
pointing a particular examiner. Therefore, we are very 
interested in being able to have at hand the latest issue of the 
Academy’s Membership Directory. 
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Would you be kind enough to tell me whether we would be 
able to purchase such a directory through you, and if so, 
the price. If it is possible, we would appreciate being placed 
on the permanent mailing list, and we will be glad to reim- 
burse you for whatever expense is involved. 

G. Burton Appterorp, M.D. 
Assistant Medical Director 
Berkshire Life Insurance Company 
Pittsfield, Mass. 


The 1954 Membership Directory (published every other year) 
ts now in Former Member Appleford’s hands and his name will 
be placed in the Directory request file for future issues. The 
Academy is pleased to know that its Directory has played a key 
role in the selection of members for medical examiner posts. 

—PUBLISHER 


Legacy for Family Doctors 
Dear Sir: 

I have just finished reading the article on the general prac- 
titioner by Dr. Francis T. Hodges in the August 6 issue of 
Collier’s. While I am not a doctor, I have more than a passing 
interest in helping, in a small way, improve the present 
national imbalance of general practitioners. 

My plan is roughly this: I should like to create under my 
will a fund for full medical scholarships for those who plan 
to put in at least ten years, after internship, in general prac- 
tice. If, after that time, a doctor decides to become a special- 
ist (and, as Dr. Hodge’s article hints, specialists do have less 
difficulty than general practitioners in making a living) there 
could be at least a moral obligation to repay the scholarship 
fund the amount received in help during his schooling. 

In other words, there could be some inducement for the 
doctor to stick to his general practice. There are always 
enough specialists, if my observations and experience are 
typical. I believe most students are told in medical school 
how very arduous a life of general practice may be. This is 
true largely because there are not enough general practi- 
tioners. In this city of 50,000 people one hears the names of 
only two or three general practitioners. They have a reputa- 
tion, to be sure, but they are well along in middle age, with 
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far too many patients. More general practitioners would 
spread the load for the family doctors and give the public a 
more secure feeling. Doctors here have a tendency to send 
out very recent medical graduates if a call comes in at a time 
which is not entirely convenient. 

I recently had lunch and a two-hour conference with the 
acting chief of one of our largest New York medical schools 
on this subject. I came away with the impression that any 
attempt to influence medical students to consider a life of 
general practice would be not only inconsiderate but more or 
less disastrous to the advancement of medical science. 

I have therefore been left confused and more than a little 
disappointed. My sole objective is to increase the number of 
good general practitioners. As stated in Dr. Hodges’ article, 
the average person cannot, under present forms of health 
insurance, begin to meet the cost of a series of visits to spe- 
cialists to learn what the trouble may be. 

Does your Academy operate or direct general practice 
scholarships? I would be pleased to have your opinion on 
this matter. 

Wutarp T. Knirrin 
White Plains, N. Y. 


To this generous-hearted gentleman went our deep appre- 
ciation for his interest in giving a financial hand to worthy 
embryonic general practitioners and our regret that the Academy 
has no established machinery through which his good offices 


could be implemented. We are confident Mr. Kniffin will have 
no difficulty in finding a medical school eager to cooperate in 
establishing the type of scholarship he envisions. We wish there 
might be others as thoughtful and farsighted as he. Also—an 
extra bow to Dr. Hodges on this further evidence of the impressive 
effectiveness of his Collier’s article —PuBLISHER 


“As Ye Sow...” 
Dear Sir: 

Enclosed is my check for $10. I would like to have you 
enter my subscription to GP as soon as possible. 

I was grateful for the opportunity to read the July compli- 
mentary copy which was sent to me. The publication con- 
tains so much valuable information that I am looking forward 
to future issues. 

Rosert C. Coreman, M.D. 
Portales, New Mexico 


To Textbook Status 
Dear Sir: 

I have just recently subscribed to GP. I would like to 
request the July, 1954 issue in place of the last issue that I 
will receive for my year’s subscription. 

If this isn’t possible, would you please send me a copy of 
the July, 1954 issue, C.O.D.? I am a junior at Georgetown 


IN ANXIETY AND TENSION 


Sedation 
without 
hypnosis 


IN HYPERTENSION 


a safer 


tranquilizer and 
antihypertensive 
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University Medical School and we shall be tested on some of 
the articles from that issue. . 
Raymonp J. Zawisza 
Georgetown University 

Washington, D. C. 


The fruits of a promotional mailing of the July issue of GP 
throughout the country have been abundant, but none more 
noteworthy than the fact that the July issue is serving as a text. 

—PUBLISHER 


Free Enterprise 
Dear Mr. Cahal: 


I understand that appreciation has already been expressed 
for the fine ‘Memo from the Publisher” which appeared in 
the September issue of GP. We would like to repeat our 
compliments and thanks for the services which you will 
render all phases of the health service by having attention 
called to the growing practice of ARB. 

It is possible that maximum value can be received from 
your fine article if we could provide our salesmen with 
reprints. This would enable them to call the attention of 
physicians, hospitals and neighborhood pharmacists to the 
matter, with the objective of getting better understanding on 
the problem. 

A somewhat related editorial was published in the August 


issue of Southern Pharmaceutical Journal and reprints were 
distributed to our salesmen. 

We, of course, will be happy to pay you whatever costs 
are incurred in the preparation of the reprints. A supply of 
1,000 would cover our field force. We trust you will agree 
to make these available to us. 

Again, our heartfelt thanks for a job well done. 

Joun F. Lee 
Director 
Sales Personnel Relations Division 
Eli Lilly and Company 
Indianapolis, Ind. 


Reprints of the requested ““Memo” have been sent to Mr. Lee 
in the belief that Medicine’s best interests can be served only 
through free enterprise in drug manufacturing as well as in 
Medicine.—PUBLISHER 


Aloha, GP 


Dear Sir: 

Prior to this time I have been acquainted with your fine 
journal only through library facilities and therefore would 
like to begin a subscription at this time. I am now interning 
at Tripler Army Hospital in Honolulu, Hawaii. 

Jack H. Wuson, M.D. 
Honolulu, Hawaii 


FOR MAINTENANCE THERAPY 


F. as little as 


0.1 me. per day 


@ pure Crystalline alkaloid of rauwolfia root first 
identified, purified and introduced by CIBA 
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NEW, T00! 
GERBER’S STRAINED 
GARDEN VEGETABLES 


Easily Digested! Recognizing the importance of 
digestibility, Gerber’s use only fully-ripe fruit 
for their new Strained Bananas for babies. 
Degree of ripeness is always uniform. A touch 
of tapioca is added for stability. 89% of the 
easily-digested carbohydrates are derived from 
the fully-ripe banana puree. 


Highly palatable! Gerber’s Strained Bananas 
contain a minimum of added sugar for palatabil- 


ity ...a small amount of lemon juice to enhance 
flavor and protect appealing banana color. 
Pleasant consistency! Extra-smooth texture 
makes Gerber’s Strained 

agreeable to infants. 


Pre-tested! Gerber’s Strained Bananas are the 
result of almost 9 years’ research and laboratory 
testing, including 133 separate experiments plus 
consumer preference tests. 


A palatable combination of peas, tables... for exceptionally high 
carrots and spinach provides a vitamin-A value. 

mild, pleasant, new flavor... and 
increased nutrients. 


This new combination also supplies 


liberal amounts of iron...offers a 


Gerber’s Strained Garden Vege- good source of the increasingly 


tables blend these important important “trace minerals.” 
“green and yellow” group vege- 


Gerber’s, 


& JUNIOR FOODS, 


BABY FOODS INCLUDING MEATS 


® FREMONT, MICH. 
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Editorials 


What Is a General Practitioner? 


LasT SUMMER’S HEAT brought a rash of writings that 
had a bearing on this question. In case your vaca- 
tion made you fall behind in your medical reading, 
here are some of the attitudes and opinions that 
broke out. 

For cartoonist-humorist Al Kaufman in Medical 
Economics for August, 1954, the question was easily 
answered. He put it this way: “The G. P. making a 
house call is a man of many specialties. He has to be. 
Or he’d never get through the day’s rounds.” So 
Kaufman showed the general practitioner’s office 
decorated with a wall-long diploma headed ‘‘Gen- 
eral Practice of Cardiophthanesthesigastrotoplas- 
tineurology.” 

To internist-educator Thomas McP. Brown, the 
general practitioner is a vanishing American. Speak- 
ing at the precommencement exercises for the class 
of 1954 of George Washington University School of 
Medicine, Brown said: “... We are told that the 
general practitioner whom we all loved and needed 
must be brought back . . . In the new era (of medical 
practice) I visualize two kinds of doctors who will 
carry the major load ... No one man will try to 
take care of all of our needs, and the public will 
learn to respect two major categories of doctors, 
operating doctors and nonoperating doctors. The 
nonoperating doctor known today as the internist 
will be the family physician of the future .. .” 

To the editorial-writer of The New England Jour- 
nal of Medicine for August 12, 1954, the general 
practitioner is not surely vanishing, but there’s a 
trend in that direction—at least in Massachusetts. 
The editor warned that the time may indeed have 
come for more than lip service to the objectives and 
program of the Massachusetts Academy of General 
Practice. He didn’t try to define further the nature 
of a general practitioner, except to endorse a de- 
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scription once applied by Edward J. McCormick, 
past-president of the American Médical Association. 
That description—‘the backbone of American Med- 
icine.” 

To Donald M. Clark, practicing surgeon in New 
Hampshire and school physician at Phillips Andover 
Academy, the general practitioner is (arbitrarily) a 
“generalist.” Writing in The New England Journal 
of Medicine for July 22, 1954, Clark noted: “It is 
greatly to the advantage of some generalists, special- 
ists, educators and laymen to leave the nature of 
general medicine undefined ...” But he believes 
in meeting vital problems head on, So he defines a 
generalist” in terms of function, as follows: 

**... a graduate in medicine from an approved 
medical school who, after specific hospital training, 
is capable of assuming responsibility for the follow- 
ing areas of medical care: 

“The diagnosis of all major and minor medical 
and surgical conditions (except extremely compli- 
cated and rare ones). 

“The treatment of the great majority of the 
medical conditions diagnosed (but only the really 
minor surgical conditions). 

“Obstetrics to the level of uncomplicated de- 
liveries, the early recognition of abnormalities and 
the necessarily immediate treatment of the few un- 
predictable but potentially catastrophic emergencies 
that may arise. 

**Pediatrics to the level required for medical and 
surgical diagnosis and treatment. 

‘Psychiatry to a level permitting the differentia- 
tion of serious, potentially serious and mild psy- 
choses and psychoneuroses, and permitting the 
treatment of the last mentioned by intelligent 
support, clarification and reassurance.” 

It is not surprising that people are having trouble 
defining “general practice” and “general practi- 
tioner.”” There have been big changes in medicine 
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during the past two or three decades. As might have 
been expected, these changes have not proceeded 
uniformly in all sections of the United States. So it 
is that efforts to describe the general practitioner 
of today or of tomorrow have a distinctly sectional 
flavor. 

As for the idea that the general practitioner is 
vanishing, the growth of the American Academy of 
General Practice is proof enough to the contrary. 
Also, to propose, as Brown and some other educators 
have done, that today’s internist is the prototype of 
tomorrow’s family physician seems equally illogical. 
This attitude supposes either that tomorrow’s family 
will be a childless unit beset only by illnesses that 
are medical or major-surgical, or that tomorrow’s 
internist will be trained as a general practitioner. 

That latter supposition, ridiculous now because 
the terms are mutually exclusive, may be close to 
the truth. There are good reasons—social, eco- 
nomical and medical—to believe that tomorrow’s 
patterns of postgraduate medical training will show 
a relative increase of general practitioners and a 
corresponding decrease of internists. 

Meanwhile, maybe sectional variations in methods 
will disappear from medical practice, and “general 
practitioner”’ will be easier to define. Of course he 
may have a different name—“generalist,” “general 
physician” or even “cardiophthanesthesigastro- 
toplastineurologist.” But he’ll be on the scene. At 
least, he will as long as the family is the unit of 
American civilization. 


At This Season 


Come CuristMas carps—all kinds of Christmas 
cards—beautiful reproductions of antique religious 
art—modern extravaganzas of color photography— 
flowers—snow scenes—quaint stiff paintings by 
Grandma Moses—Norman Rockwell’s rare gift to 
picture things as most people think they should 
look when they’re alive. 

Christmas cards are all things to all people. Like 
the wheat grown by an Eastern general farmer, they 
are the stationer’s “money crop.” They are a bur- 
den to the mailman and a boon to the big-city high 
school and college students whose part-time post 
office jobs mean quick Christmas cash. They are 
the sick child’s after-Christmas scrap book. 

They bring greetings, wishes, prayerful blessings. 
For some people, sending them is a formality and 
receiving them is a game—interesting not because 
of the messages, but to see who has honored the 


formality this year. 


Last year, across this editor’s desk, came a Christ- 
mas card that looked like any other Christmas car 
until it was opened. There, inside, the sender hac 
written, ‘Christmas seems to be the time that we dv 
things that we have meant to do for a long time. 
One of these is congratulate the staff of GP on the 
journal. It is the one that I read from cover to cover 
and find most helpful and readable.” 

A card like that does away with formalities and 
games, burdens and boons and art. When it came, 
it was a part of the Spirit of that Christmas—a 
reminder that Christmas is a time for communion— 
for giving of self to others. 


Education Begins in the Waiting Room 


DuRING A LARGE PART of the time a physician spends 
with patients, he is actively engaged in teaching 
them about sickness or health. For the most part, 
his educational efforts with an individual patient 
are quite personal and specific—directed toward 
that patient’s problem of the moment. And, since 
most patients come to the doctor only when they’re 
ailing, quite naturally he talks more about the 
treatment of sickness than about the maintenance 
or improvement of health. 

Would there be any special advantage to his 
patients if the family physician could somehow 
expand these educational activities? The answer 
to this question is an unqualified “‘yes.” The family 
physician has a unique advantage over any other 
educator or educational medium in the health field. 
He is dealing with people at a time when they are 
highly impressionable—they are in a ready state for 
learning. If any physician is naively modest about 
the influence he has on his patients, let him some- 
time appraise the impact of an educational effort 
by a large health agency, and then compare that 
result with the results of his own efforts in the same 
direction. He’ll find that people are somehow readier 
to learn about health when they come to his office 
than when they are reading a newspaper or listening 
to the radio or watching television. 

With practices as busy as they are, how can the 
family physician enlarge the scope of health educa- 
tion in his office—bring into it more of basic health 
promotion and specific protection against illness? 
The chances are that he’s already using the simplest 
trick of all—waiting-room reading material like 
Today’s Health. So, here’s another device for the 
same purpose—a watting-room bulletin board. 

The placement of a bulletin board in the waiting 
room may offer something of a problem in decora- 
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tion, but it should be effective in health education. 
There would be no problem in keeping the board 
adorned with good health-education pictures. And 
if the decorator’s problem can’t be solved (or even 
if it can), here’s another suggestion—start a waiting- 
room library of health scrap books. 

Whether it’s a bulletin board or some scrap books 
or both, if the job is well done and periodically re- 
freshed, patients will soon choose to learn about 
health while they’re waiting to see the doctor. 
They'll leave Life and Time and the children’s 
comic books for home reading. Most of them will, 
that is. There will always be some who can’t pass 
up the comic books. (Do you suppose Mr. Disney 
would be interested in producing specials for 
doctors’ offices ?) 


Hide That Diet 


THE IDEA is widely accepted that more is needed in 
the treatment of obesity than prescription of a low- 
calorie diet. In particular, the psychologic aspects 
of the disorder have been explored—sometimes ex- 
ploited, though rarely by physicians. By virtue of 
many writings—medical and nonmedical—even the 
fat people have been made aware of the importance 
of some kind of psychologic gimmick in a program 
for weight reduction. 

In this issue of GP (page 43), Cohen presents 
his results with a simple method of dealing with the 
psyche of patients whose soma is overweight. For 
27 patients whose histories revealed a consistent 
lack of response to “conventional therapy,” he 
added the element of “unobtrusiveness.” The pa- 
tients were instructed to refrain from all mention of 
treatment until results were obvious—then to re- 
main casual, avoid details and refrain from volun- 
teering information. Diet and drug therapy were 
modified to aid the patient in keeping his treatment 
confidential. Results were good. 

Cohen writes . . . “the success obtained from the 
purely psychologic advantages of this approach 
tends to confirm the importance of the psychic fac- 
tor in obesity therapy and to lay added emphasis 
on the need for the physician to provide a regimen 
that is as sound psychologically as it is physi- 
ologically.” 

The author does not propose that a not-talking- 
about-not-eating approach is the best psychologic 
approach. By implication, other methods—tormal 
psychotherapy, group therapy, etc.—are equivalent. 
All of which just goes to show that there is more 
than one way to thin the fat. 
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Is Nothing Sacred? 


In Science for April 9, 1954, Rubenstein and New- 
man—members of Yale University’s Department of 
Psychiatry—told what happened when they gave 
five subjects a trip into the future via hypnosis. 
These were easily hypnotized people who had often 
been subjected to hypnotic regression in which they 
described events of their past lives. The authors 
found that all of the subjects could talk (in hyp- 
nosis) with equal verisimilitude about their futures. 
For example, a hypnotized medical student was 
told that it was an afternoon of a day in October, 
1963. Then the hypnotist asked some questions, 
and part of the interview went like this: 

** *Where are you now ?” 

**(Sighs) ‘I’m pretty busy, got an emergency case 
that just came in—abdominal obstruction. This 
one’s pregnant too, lot of complications. And we’re 
in her abdomen right now. And I just don’t have 
too much time to talk. (Describes patient’s abdomi- 
nal cavity.) I managed to get this diagnosis, which 
I was pretty happy about. (Describes presenting 
symptoms of patient and the resultant diagnosis.) 
It’s mostly adhesions—a number of adhesions espe- 
cially down in the lower right quadrant. Think all 
we have to do is go ahead and release these adhe- 
sions, but we found two spots in which there was 
a definite obstruction.’ 

***You did a good job of diagnosing this.’ 

***Yeah. I was kinda glad to hit the diagnosis. 
(Describes similar cases encountered in 1958; shifts 
back to description of operation.) No ulcer. Close 
her up! Oh, she’ll be all right.’ ” 

The subjects made their accounts of the future 
sound probable, although they were vague about 
events outside of their own lives. They sometimes 
described a future that was far from rosy. For in- 
stance, one young woman showed her grief at the 
death of a 3-month-old son. 

Rubenstein and Newman suggested that these 
experiences throw doubt on the validity of the 
hypnotic method for exploration of a patient’s past 
life. They believe that each of the subjects, “to 
please the hypnotist, fantasied a future as actually 
here and now.” They went on to suggest “that 
many descriptions of hypnotic regression also con- 
sist of confabulations and simulated behavior.” 
They added, however, that their doubts did not 
apply to the reenactment of past experiences that 
were psychologically traumatic. 

But what if Rubenstein and Newman are wrong? 
How are they to distinguish fantasies from facts? 


It’s a grim enough thought that our past lives have 
been open to the exploring psychiatrist. It’s too 
much to bear that he may also be able to look into 
our futures. Think what will happen if Congres- 
sional committees begin using hypnotic progression 
as a technique of investigation. Why, the day may 
come when a man will have to be careful about the 
kind of people he will meet a dozen years from now. 
Would the Fifth Amendment apply to something 
that hasn’t happened yet? 


Uncle Wilfred 


WirH WINTER having touched all the leaves with 
bright and varied colors only to blow them all away. 
and with the days short and the nights long, Uncle 
Wilfred has had time for a lot of reading lately. 

He decided he must be far behind or quite out 
of touch with what is going on when the other 
day he encountered these sentences in the latest 
polemic of the Director of Public Relations for the 
American College of Surgeons: “Beyond the ques- 
tion of motive, fee splitting in any form tends to 
lower standards of surgical care. It is a shell-game 
maneuver to correct the inequity of the surgical 
and medical fee system by exploiting the preferred 
creditor position and sales appeal of the surgeon, 
rather than by any direct or public educational 
effort to reduce the surgeon’s fee and raise the 
general practitioner’s fee.” 

Well! 


See You in the “‘Funnies” 


Durinc the presidential inauguration ceremony of 
the American Medical Association in San Francisco 
last June, Dr. Edward J. McCormick presented a 
special citation to Dr. Nicholas P. Dallis for his out- 
standing health educational service. Dr. Dallis pro- 
duces the script for Rex Morgan, M.D.—an item 
that appears daily in a lot of newspapers in the 
section that used to be called the “Funnies.” Prob- 
ably the special award had nothing to do with it, 
but less than two weeks later another producer of 
an “illustrated feature” devoted his Sunday crea- 
tion to an adventure that was a pictorial medical 
editorial. The latter author is Fred Lasswell who 
draws the King Features syndicated Barney Google 
and Snuffy Smith. 

On the day in question little Snuffy is brought, 
wailing with pain, to the office of old Doc Pritchart. 
Poor Snuffy is convinced that he has a “double con- 
founded fraction” of the arm. While he is being 


carefully examined, he cries promises through his 
agony—promises of all his worldly possessions if 
Doc Pritchart pulls him through. Then brave 
Snuffy’s relief is pictured when he learns that his 
injury is only a “‘spraint finger” that Doc can fix in 
two shakes of a sheep’s tail. The treatment ended, 
mountain-man Snuffy asks for his bill—is told, 
“*Figgerin’ th’ wrappin’ gawze an’ th’ straightenin’ 
stick . . . fifty cents is good enuff . . .”” And the con- 
tentious Snuffy walks away proclaiming, ‘“Money- 
grubbin’ ol’ pill peddler!!” 

All of which goes to show that the high costs of 
medical care are related mainly to prices of ancillary 
facilities and supplies—not to the charges for the 
doctor’s services. The physician’s best efforts to 
make this clear to his patients often fail, and he gets 
the blame. Then, like old Doc Pritchart, he can 
only stand in silent bewilderment at the patient’s 
unrealistic attitude toward the economic facts of 
Medicine. 


Exsufflation with Negative Pressure 


ONE OF THE LATEST DEVELOPMENTS in the rapidly 
advancing field of inhalational therapy has been 
exsufflation with negative pressure (E.W.N.P.). 
This is a mechanical device—a sort of cough ma- 
chine—for eliminating bronchial secretions in pa- 
tients who have an ineffective cough. 

The principle of E.W.N.P. depends on the grad- 
ual inflation of the lungs over a period of two sec- 
onds by a _ positive pressure of 30 to 40 mm. Hg. 
There then follows a rapid expiratory phase utiliz- 
ing a sudden drop in pressure to 30 to 40 mm. Hg 
below atmospheric pressure. The resulting 60 to 80 
mm. Hg pressure drop is attained in 0.02 second, 
thereby resulting in an explosive decompression of 
the lung. The expiratory flow rate achieved with 
E.W.N.P. exceeds that produced by a natural cough. 
The high expiratory flow rate of air carries with it 
secretions and even foreign bodies lodged in the 
lower respiratory passages. 

In the Archives of Internal Medicine for June, 
1954, Barach and Beck demonstrate the tremendous 
therapeutic value of E.W.N.P. in a variety of clinical 
conditions characterized by retention of bronchial 
secretions resulting in impairment of respiratory 
function. In patients with poliomyelitis and other 
neurologic disorders with breathing difficulties due 
to retained secretions, the use of E.W.N.P. resulted 
in marked relief of obstructive breathing. There 
was benefit even for patients with atelectasis, in 
whom bronchoscopic aspiration or tracheotomy 
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and catheter suction failed. In patients with bron- 
chial asthma, pulmonary emphysema or bronchiec- 
tasis, who had an ineffective cough and accumula- 
tions of mucopurulent secretions, the use of 
E.W.N.P. caused tremendous improvement follow- 
ing the evacuation of the bronchial exudate. The 
associated bronchopulmonary infection so often 


found in this group of patients was more easily 
managed by evacuation of bronchial secretions. 

E.W.N.P. appears to be an extremely valuable 
tool in the management of the many bronchopul- 
monary conditions associated with obstructive 
dyspnea due to accumulation of secretions in the 
tracheobronchial tree. 


GUEST EDITORIAL 


A Look at Medical Staff Meetings 


ATTENDANCE at medical staff meetings is still a 
point of controversy in many hospitals. Hospital 
administrators, conscious of the importance at- 
tached to this activity by agencies which approve 
and accredit hospitals, use every device to inveigle 
the medical staff into attending so that the records 
will show the necessary minimum conformity to 
rule. 

Most doctors are very busy men with many de- 
mands on their attention and services. They are 
practical men who wish to dispense with “red 
tape” and formalities. For some who are active staff 
members at more than one hospital, the number of 
meetings is a heavy burden. To many men the rule 
of compulsory attendance is an annoying and to 
some a humiliating regulation. Many doctors attend 
only because they must in order to keep hospital 
privileges. Some come late and leave early after 
attendance is checked. Some come for a meal and 
leave before any business is transacted. Under such 
circumstances, the doctors derive no benefit from 
such meetings and neither the hospital nor the 
patient benefits either. Since the rule is in existence, 
some show of compliance with.it must be made. 
Asa result, many doctors are unhappy. What is the 
answer ? 

Certainly there is no clever device which will 
miraculously transform staff meetings into glamor- 
ous attractions or reconstruct lethargic staff mem- 
bers into enthusiastic meeting-goers. Some analysis 
of hospital staff meetings may lead us to a partial 
solution. Staff meetings which do not appeal and 
attract on the basis of professional merit do not 
deserve the attention of busy practitioners. The 
banal programs of too many staff meetings are 
insults to the intelligence of good professional peo- 
ple. Attendance at meetings just to meet an ac- 
creditation requirement is an unworthy, unsatis- 
factory and unprofitable motive. Attendance under 
external compulsion is a juvenile procedure. 
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Should there, then, be staff and departmental 
meetings? Most certainly there should. But the 
meetings ought to be planned to attract and stimu- 
late good doctors. They should be geared not only 
to improve the staff members professionally, but 
most of all to benefit the patients in the hospital. 

Many staff meetings fail because the staff is not 
carrying out its organizational purpose, because the 
individual members do not realize their individual 
responsibilities to the hospital, to their associates 
and to their patients. The governing board of a 
hospital delegates to the medical staff the responsi- 
bility of supervising medical care in the hospital; 
through its officers and its various committees the 
medical staff has the responsibility to review and 
study constantly the medical practice in the hospi- 
tal. Clinical groups and committees meet to review 
critically records and cases so they may prepare 
reports to be channeled back for consideration at 
general staff meeting. 

The staff in a general meeting acts upon these 
reports and, if it is faithful to its responsibilities, 
recommends appropriate action. In this way the 
medical staff is able to acquaint the governing 
board with the type of care given to the patients 
in the hospital. The reports of intelligent and sincere 
committees will include praise and recognition for 
outstanding achievement, criticism and censure for 
careless or unethical procedures, and recommenda- 
tions for needed improvements. 

Staff meetings of this type make sense. They have 
meaning for the board of control, for individual 
doctors, for the patients and for the community as 
a whole. Through experience we have learned that 
staff meetings can be made interesting and signifi- 
cant. Meetings of this type don’t just happen; they 
require careful planning, good leadership and 
courageous, hardworking medical men. But they do 
guarantee good medical care to the people in a 
community. 

—Joun J. Franacay, S.J. 
Executive Director, The Catholic Hospital Association 
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Category of Causes: 


MECHANICAL TRAUMA 
Head Injury 

Spinal Cord Injury 
Injuries to the Trunk 

"Penetrating Wounds 

Poisoning 

CARDIAC CIRCULATORY FAILURE 

Goronary nsufficiency 

Malvular Heart Disease 

Myocarditis 


Hemopericardium 

PERIPHERAL CIRCULATORY FAILURE 
infection 

Poisons 

Exsanguination 

CEREBRAL DISEASES 


DISEASES OF AIR PASSAGES AND LUNGS 
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BY ALAN R. MORITZ, M.D. 


Professor of Pathology and Director of the Institute of Pathology, 
Western Reserve University, Cleveland ; 


In some cases, sudden death results from trauma that has escaped notice or has seemed trivial. 

More often, such death is due to unsuspected disease. The majority of such deaths 

remain unexplained until a complete autopsy has been performed. Even then, between 5 and 10 per cent 
remain a mystery. Unless all such deaths are adequately investigated, it can be assumed 

that certain preventable or controllable hazards to public health go unrecognized. 


CLINICALLY unexplained deaths fall into two cate- 
gories. One is comprised of those that remain un- 
solved until autopsy despite the opportunity that 
has existed for clinical study. The other group 
includes those that are unexplained because of lack 
of opportunity for clinical observation. The latter 
are usually characterized as sudden. 

When a person not known to be suffering from 
dangerous disease, injury or poisoning is found 
dead or dies within 24 hours after the onset of 
his terminal illness, death is said to have been 
sudden or unexpected. Clinically the cause of a 
death such as this is likely to be obscure. It is with 
this latter group of deaths that this communication 
is concerned. 


Frequency 


Sudden death from clinically unexplained but 
presumably natural causes occurs much more fre- 
quently than is commonly supposed. The incidence 


of such deaths in a large urban community is shown 
in Table 1, where they were found to constitute 
12 per cent of the total deaths reported. It may 
be seen that no age period is exempt and that the 
number of sudden deaths in each age group tended 
to be proportional to the total number of people 
of that age who died. It is noteworthy that the 
occurrence of sudden death was relatively rare be- 
tween the ages of 1 year and 30 years, and after 
70 years of age. 

It is not surprising that death in persons who are 
over 70 years of age is rarely (6 per cent of cases) 
unexpected. The majority of persons who have 
passed 70 years manifest some evidence of the 
degenerative diseases that result ultimately in their 
deaths. 

Since chronic, but frequently clinically silent, 
degenerative disease is the most common cause of 
sudden death, it is to be expected that fatal lesions 
of this type would be infrequent in early life. The 
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0-1 10.6 531 


1-9 106.2 123 
10-19 133.7 112 
20-29 150.0 246 
30-39 131.2 443 
40-49 122.4 961 
50-59 95.6 1831 
60-69 65.8 2537 
70 37.7 4001 


50.0 9 4.1 
1.2 6.5 0.7 
0.8 6 0.6 
1.6 6 1.3 
3.4 16 5.8 
7.8 16 12.6 

19.2 15 22.5 

38.5 15 31.1 

106.1 6 21.1 


surprisingly high incidence of sudden and unex- 
pected death in infancy will be discussed in a later 
section of this article. 

Attention was called to the fact that the figures 
cited in Table 1 were from an urban community 
where the proportion of transients in the total 
population was relatively high. It is to be expected 
that unexplained death will be higher in urban 
than in rural communities and higher among the 
ignorant and economically underprivileged than 
among the educated and prosperous. 

It is often and erroneously assumed, in the ab- 
sence of anamnestic or clinical evidence to the 
contrary, that practically all sudden and unexpected 
deaths are due to disease. It is a fact that the ma- 
jority of persons who are found dead in an ap- 
parently unwounded condition or who died of 
clinically unexplained causes within 24 hours after 
their fatal seizure, are found at autopsy to have 
died of disease. 

It is also a fact that violence of one kind or an- 
other is often the cause of death of such persons 
and that the existence of fatal injury by violence 
or poison is not suspected until autopsy. 

Before discussing the various diseases that may 
result in sudden death it would be well to consider 
the kinds of violence which may masquerade as 
rapidly fatal disease. 


Unrecognized Mechanical Trauma 


A wide variety of injuries can produce either 
instantaneous or delayed death without leaving 
significant external evidence of their occurrence. 
In any locality where sudden deaths are habitually 
certified as being due to disease without the benefit 


of post-mortem examination, a significant number 
of homicides, suicides and fatal accidents pass 
unrecognized. 

Head Injury. One of the most common mechan- 
ical causes of sudden death, apparently due to dis- 
ease, is head injury. The impact of a flat, padded 
or plastic object against the head, and particularly 
against a part of the head protected by hair or a 
cap or hat, often causes fatal intracranial bleeding 
without leaving visible or palpable disturbance of 
the scalp. Not only may the scalp be free of injury, 
but in approximately 25 per cent of all cases of 
fatal head injury, the skull escapes fracture. 

Although such a head injury may be almost im- 
mediately fatal, an interval of hours or even days 
may intervene between the receipt of the injury 
and the onset of the disability that led to rapid 
deterioration and death. Immediately subsequent 
to its occurrence, such an injury may have been 
regarded as minor and insignificant. It is not nec- 
essary that the impact responsible for a fatal intra- 
cranial injury be directly against the head. For 
instance, a sudden whip-like motion of the head 
on the craniospinal hinge may cause damage to the 
medullary region without external injury. Sufficient 
force may be transmitted to the base of the skull 
by a fall on the buttocks or on the extended legs 
to cause death. 

Spinal Cord Injury. Injuries to the spinal cord 
with immediate death from spinal shock are com- 
monly observed without external evidence of injury. 
Such injuries are frequently overlooked incident to 
an incomplete post-mortem examination in which 
the cervical spine is not exposed and examined. 
Blunt pressure on the neck may cause suffocation 
without external marks of violence. 
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Injuries to the Trunk. An impact against the 
thorax may be rapidly fatal either as a result of 
internal bleeding due to the rupture of the heart, 
lungs, liver or spleen, or as a result of laceration 
of the lungs or air passages with escape of air into 
the pleural cavity and soft tissues. The latter is 
usually associated with fractures of ribs. A trau- 
matic compressive pneumothorax may occur with- 
out fracture of any part of the thoracic cage. 

Blunt injuries of the abdomen without external 
wounding may cause death within a few minutes 
from hemorrhage, or after hours or days as a result 
of shock or infection. Frequently, the injury ulti- 
mately responsible for death was not regarded as 
being of any particular consequence at the time it 
was received. 

Penetrating Wounds. The physician called to see 
a person whose death was sudden or unexplained 
should be alert to the possibility of unsuspected 
penetrating injury. The most inconspicuous and 
easily overlooked penetrating wounds are those lo- 
cated within the external orifices. Bleeding from 
such injuries, if present, may be erroneously at- 
tributed to natural causes. One of the most common 
sites of fatal orificial injury is the female genital 
tract, incurred during attempted induction of abor- 
tion. Another is the mouth. 

It should not be assumed that a penetrating in- 
jury needs to be concealed within one of the ex- 
ternal orifices of the body to escape recognition. 
The wounds produced by slender instruments, 
such as ice picks, are characteristically slit-like or 
stellate, are often unaccompanied by significant 
external bleeding and are easily overlooked, par- 
ticularly if covered by hair. 

Poisoning is always a possibility to be considered 
in the event of unexpected death from unexplained 
causes. Although there are many chemical agents 
that are capable of causing sudden death, the ma- 
jority of such fatalities are caused by a relatively 
small group of agents. Of these, barbiturates, al- 
cohol, carbon monoxide, arsenic, strychnine and 
cyanide are most frequently encountered. Figure 1 
shows the intense hyperemia of the gastric mucosa 
of a man who died of cyanide poisoning. He was 
found dead, and there was no suspicion of poison- 
ing until his stomach was examined. 


Unexpected Death from Disease 


Almost any disease capable of causing death 
may, on occasion, do so unexpectedly. Some dis- 
eases, such as infections, may lead to unexpected 
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Figure 1. Intense hyperemia of gastric mucosa of a man whose 
sudden and unexplained death was discovered to be due to 
cyanide poisoning. 


death because they are fulminating. Others do so 
because of an abrupt change from a latent and ap- 
parently benign condition to one that is incom- 
patible with life. The latter are comprised largely 
of degenerative disorders of the cardiovascular sys- 
tem. 

Inquiry into the past history of such persons 
frequently elicits facts which, had they not been 
ignored or misinterpreted, would have made the 
fatal outcome predictable or preventable. 

It is usual to learn, in the case of persons found 
to have died unexpectedly of infection, that they 
were suffering from what seemed to be a cold or 
minor upper respiratory infection for several days 
before the terminal collapse and death. It is us- 
ually, but by no means invariably, found that the 
person who died of arteriosclerotic heart disease 
had previously complained of periodic attacks of 
abdominal or thoracic pain, of shortness of breath 
or of fainting spells. Many persons whose unex- 
pected death was due to intracranial hemorrhage 
had previously complained of symptoms attribut- 
able to high blood pressure, of attacks of cerebral 
ischemia or of previous episodes of cerebral 
hemorrhage. 

The two principal mechanisms responsible for 
unexpected collapse and death are interference 
either with circulation or respiration. The most 
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commonly encountered diseases and the mecha- 
nisms by which they cause unexpected death are: 
I. Acute circulatory failure, predominantly of 
central origin 
A. Coronary insufficiency 
1. Atherosclerotic narrowing 
2. Atherosclerosis with thrombosis 
3. Atherosclerosis with intramural hemor- 
rhage 
B. Valvular heart disease 
1. Rheumatic 
2. Syphilitic 
C. Myocardial disease 
1. Post-infectious myocarditis 
2. Post-infectious myocardial degeneration 
D. Congenital heart disease 
E. Pulmonary thromboembolism 
F. Cardiac tamponade 
1. Dissecting aneurysm of aorta 
2. Rupture of myocardial infarct 
II. Acute circulatory failure, predominantly pe- 
ripheral 
A. Systemic infection 
B. Systemic intoxication (poisons) 
C. Exsanguination 
1. Peptic ulcer 
2. Esophageal varices (cirrhosis of liver) 
3. Pulmonary tumor or tuberculosis 
4. Ectopic pregnancy 
5. Tumors of alimentary tract 
III. Central respiratory failure 
A. Intracranial hemorrhage 
B. Encephalomyelitis 
IV. Pulmonary respiratory failure 
A. Laryngeal edema 
B. Obstructive laryngitis, tracheitis or bron- 
chitis 
C. Pneumonia 
‘V. Unexplained death. Complete and competent 
post-mortem examination may fail to disclose 
adequate explanation of death 


Cardiac Circulatory Failure 


Unexpected death from heart disease is frequently 
almost instantaneous. The transition from a state 
of apparent good health to death may occur in a 
matter of seconds or minutes. The fatal seizure is 
often so rapidly incapacitating that the victim falls 
and sustains physical injuries which may lead to the 
impression that his death was due to trauma rather 
than heart disease. Although injuries received in this 
manner may be fatal it is often found that they are 
superficial and have not contributed to death. 
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Coronary Insufficiency. After the age of 40, coronary 
atherosclerosis is the commonest cause of unex- 
pected death in men and is a frequent cause of such 
deaths in women. Although the incidence of severe 
atherosclerosis decreases rapidly below the age of 40, 
deaths from this disease may occur at any time after 
the second decade. The absence of history of angina 
does not exclude death from coronary insufficiency. 
It should also be remembered that the first and fatal 
attack of insufficiency often occurs when the victim 
is at rest. 

In many instances of fatal coronary insufficiency 
post-mortem examination fails to disclose complete 
occlusion of any major coronary artery. In many in- 
stances and particularly in relatively young persons, 
the site of complete occlusion is missed because of 
incomplete dissection of the arteries. Coronary 
atherosclerosis, particularly in young adults, is fre- 
quently segmental and the segment occluded by 
thrombus may be limited to a length of 2 or 3 mm. 
(Figure 2). When thrombosis is found, microscopic 
examination will usually disclose that the thrombus 
had started to form hours, days or weeks before 
there were any symptoms attributable to its presence. 

Hemorrhage or edema in and around an athero- 
matous plaque sometimes accounts for acute coro- 
nary insufficiency without thrombosis (Figure 3). 

The latter occurs most frequently as a part of the 
inflammatory reaction at the site of a recently devel- 
oped atheromatous lesion. The mechanism by which 
spontaneous hemorrhage occurs at the site of an 
atheromatous plaque is not clearly understood. In 
some instances the hemorrhage is spontaneous, 
whereas in other circumstances it appears to be pre- 
cipitated by a pressor episode caused by unusual 
exertion or excitement. 

Although coronary arterial disease of sufficient 
duration and severity to have caused myocardial in- 
farction is usually symptomatic, this is not invari- 
ably the case. Many men are walking the streets and 
going about their usual occupations with unrecog- 
nized myocardial infarcts. Such a silent infarct may 
cause unexpected death in any one of three ways. If 
the infarct has occurred recently (within a week) it 
may rupture and result in sudden death from intra- 
pericardial hemorrhage. If the infarct is older, mural 
thrombi may have developed on its inner surface. 
The dislodgment of such a thrombus may cause 
sudden death from cerebral embolism. A heart con- 
taining an infarct may undergo sudden and spon- 
taneous dilatation, with resulting death. 

Relation of Stress or Injury to Coronary Insufficiency. 
There is no substantial evidence that injury or exer- 
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Figure 2. Recent thrombotic occlusion of a severely diseased seg- 
ment of the left coronary artery of a man 28 years of age. 
Death occurred unexpectedly. The disease of his coronary arteries 
was confined to a segment measuring less than 4 mm. in length. 


tion contributes to the causation of coronary athero- 
sclerosis or coronary thrombosis. It is reasonable to 
believe, however, that a heart already handicapped 
by pre-existing coronary disease is more likely to fail 
when a heavy workload is imposed upon it than 
would be the case if the disease were not present. 
The acute failure of a diseased heart is frequently 
precipitated by a pressor episode induced by exces- 
sive exertion or by the emotional disturbance inci- 
dent to fear, pain or anger. It should not be con- 
cluded, however, that there is always an external 
factor responsible for unexpected heart failure. In the 
majority of all persons who die of coronary insufh- 
ciency, the onset of the fatal attack takes place dur- 
ing a period of rest or relative inactivity and inde- 
pendently of any known external stress. 

Valvular Heart Disease. Advanced stages of de- 
forming valvulitis, particularly mitral or aortic 
stenosis, are occasionally tolerated with remarkably 
little recognizable impairment in function. Such per- 
sons generally have adapted their activities to their 
physical limitation and neither they nor the people 
who know them are aware of their limited cardiac 
reserve. Such persons may collapse and die spon- 
taneously and unexpectedly while at rest, and occa- 
sionally succumb to rapidly fatal cardiac dilatation if 
subjected to some sudden increase in the workload 
on the circulation. 

An occasional unexpected and rapidly fatal com- 
plication of mitral stenosis is cerebral thromboembol- 
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Figure 3. Occlusion of already stenotic main trunk of left coro- 
nary artery by an intramural hemorrhage which originated 
in an atheroma, 


ism due to the release of a mass of blood clot from 
the mural thrombi of a fibrillating left auricle. 
Rapidly fatal cerebral thromboembolism is some- 
times observed in persons suffering from clinically 
unsuspected vegetative endocarditis. 

Myocarditis. Acute heart failure due to unsus- 
pected myocardial damage may occur during or after 
convalescence from any of a number of infectious 
diseases. This is particularly true following diph- 
theria, scarlet fever or pneumonia. Unexpected 
death from heart failure due to exudative myocarditis 
is sometimes observed following relatively mild res- 
piratory infections presumably of viral origin. 

Pulmonary Embolism. The danger of phlebo- 
thrombosis and pulmonary embolism in persons 
who have been confined to bed or whose activity is 
restricted by splints or casts is now so generally 
recognized that the majority of deaths from this cause 
can scarcely be described as unexpected. 

Femoral phlebothrombosis is often asymptomatic, 
and such thrombi may become spontaneously de- 
tached with resulting sudden death from pulmonary 
thromboembolism (Figure 4). The occurrence of fatal 
pulmonary thromboembolism in persons who have 
not been confined to bed or who have not had the 
motion ofan extremity restricted is exceedingly rare. 

Hemopericardium. The two principal causes of un- 
expected death from cardiac tamponade are rupture 
of the thoracic aorta due to idiopathic medial necro- 
sis, and rupture of a chamber of the heart due to 
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Figure 4. Pulmonary thromboembolism showing large em- 
bolus in the right ventricle. 


Figure 5. Longitudinal laceration of intima of aorta at site 
of idiopathic medial necrosis. Death occurred from cardiac 
tamponade after approximately 400 cc. of blood had escaped 
into the pericardial sac. 


myocardial infarction. Idiopathic medial necrosis of 
the aorta is characteristically asymptomatic before 
the time that the diseased aortic wall undergoes par- 
tial or complete rupture. Although such rupture 
may be complete, with immediate death from ex- 
sanguination into a pleural cavity, it is often incom- 
plete so as to cause the formation of a dissecting 
aneurysm which eventually (after hours or days) 
breaks through into the pericardial sac (Figure 5). 


Peripheral Circulatory Failure 


Unexpected death from peripheral vascular failure 
is rarely sudden in the sense that the transition from 
apparent health to death takes place instantaneously 
or within a matter of seconds. The interval between 
recognized illness and death is more likely to be a 
matter of hours rather than minutes. 

Infection. Any infection in which the organism 
gains access to the blood stream may run a rap- 
idly fatal course (less than 24 hours). Although 
the mechanism by which such overwhelming and 
fulminating infections cause death is usually by the 
induction of a shock-like state, this is not invariably 
the case. Thus, poliomyelitis may cause early in- 
volvement of the medulla with death from paralysis 
of the respiratory centers. 

Meningococcemia resulting in the Waterhouse- 
Friderichsen syndrome with cutaneous purpura and 
hemorrhagic adrenal cortical necrosis is one of the 
most dramatic of the sudden deaths from infection 
(Figure 6). 

Pneumococcic infection with or without “walking 
pneumonia” continues to be encountered as a com- 
mon cause of sudden death. Perforations of abdom- 
inal viscera (peptic ulcer, appendicitis, pancreatitis) 
are occasional causes of rapidly fatal illness. Sporad- 
ic and rapidly fatal cases of diphtheria occur with 
sufficient frequency to be kept in mind as possi- 
bilities. 

Poisons. Not all rapidly fatal poisoning results in 
death by the mechanism of peripheral circulatory 
failure. Some act principally on the central nervous 
system, as is the case with alcohol and barbiturates. 
Some lead to systemic hypoxia as is the case with 
carbon monoxide and cyanide. Others, such as the 
heavy metals, induce a shock-like state. Although it 
is not the purpose of this article to describe death 
by poisoning, the possibility of poisoning should 
always be borne in mind in the investigation of a 
sudden and unexplained death. 

Exsanguination. Hemorrhage due to disease may 
cause death by two mechanisms. One is by blood 
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loss with hypovolemic circulatory failure. The other 
is by the formation of an internal hematoma which 
interferes with the function of some vital organ. The 
ensuing discussion is concerned with the former. 
The two diseases most frequently responsible for 
rapidly fatal exsanguination are rupture of eso- 
phageal varices due to hepatic cirrhosis and erosion 
of a gastric or duodenal artery due to peptic ulcer. 
Other occasionally encountered causes of rapidly 
fatal exsanguination include aortic aneurysm, ectopic 
pregnancy, placenta previa, tumors of the alimentary 
and respiratory tracts and pulmonary tuberculosis. 


Cerebral Disease 


The intracranial diseases most commonly re- 
sponsible for sudden death are those which result in 
spontaneous hemorrhage. The escape during a 
period of 24 hours or less of 100 cc. or more of 
blood from an intracranial vessel usually results 
in a sufficient rise in intracranial pressure to be 
incompatible with life. The lesions most commonly 
responsible for such hemorrhages include berry 
aneurysms of the circle of Willis or its branches 
(Figures 7 and 8), hypertensive cerebrovascular dis- 
ease and gliomas. Suddenly developing edema in 
the vicinity of a clinically unsuspected brain tumor 
may cause unexpected collapse and death inde- 
pendently of hemorrhage. 


Diseases of the Air Passages and Lungs 


Occasionally diseases of the air passages or lungs 
constitute an adequate cause of death due to me- 
chanical interference with pulmonary ventilation. 
Such is the case when a massive obstructive edema 
of the larynx occurs incident to what was thought 
to be a minor respiratory infection. Children some- 
times develop rapidly obstructive bronchial exudates 
due to pneumococcal or streptococcal infections. 
Fulminating diphtheria is a rare cause of acute 
suffocation in both children and adults. 

More frequently the mechanism by which the pul- 
monary infections found at autopsy on the suddenly 
dead may have caused death is not clear. Post- 
mortem examination of infants who die unexpectedly 
from unexplained causes frequently discloses evi- 
dence of infection of the lungs or air passages, but the 
extent of the disease is rarely such as to explain the 
mechanisms by which it caused death. Of import- 
ance in this regard is the fact that sudden death in 
infancy is rarely caused by suffocation by bed 
clothes or by status thymicolymphaticus. 
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Figure 6. Cutaneous purpura which developed terminally in a 
young woman whose sudden death was due to meningococcic 
septicemia. 


Figure 7. Low magnification photomicrograph showing a small 
berry aneurysm at a branching of an anterior cerebral artery. 
Such aneurysms are a common cause of fatal subarachnoid 


hemorrhage and are frequently difficult to find. 
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Figure 8. Rapidly fatal subarachnoid hemorrhage due to rup- 
ture of a berry aneurysm of the circle of Willis. This person 
collapsed and fell when the fatal hemorrhage occurred and 
death was at first thought tu be due to head injury. 


Cause of Death Undetermined 


Many more deaths are actually unexplained than 
is indicated by published reports of vital statistics. 
In a series studied by the author of over 1,000 sud- 
den deaths of apparently healthy young adults upon 
whom complete autopsies were performed, the exam- 
ination failed to disclose an adequate cause of death 
in approximately 10 per cent. It should be recog- 
nized that the methods available even to the skilled 
and experienced pathologist are frequently inade- 
quate in disclosing the precise cause or mechanism 
of death. Functional incompetence of a tissue is not 
always reflected by a corresponding structural 
abnormality. 


Most of the illustrations which have been used in the fore- 
going article were obtained through the courtesy of the Cuyahoga 
County Coroner’s Office. The author wishes to express his appre- 
ciation to Dr. Samuel Gerber, Coroner, and to Dr. Lester 
Adelson, Chief Pathologist to the Coroner’s Office, for their 
assistance and cooperation. 


NUMBER FOUR IN A SERIES 


Briefs in Psychotherapy 


BY JOHN R. CAVANAGH, M.D. 


DON'T exhaust the patient and his pocketbook. 


DO look for positive signs of emotional disturbance. 


THE PROBLEM pictured here has been mentioned be- 
fore. There is in most cases no need of exhaustive 
physical studies. A few hours spent talking to the 
patient will provide the diagnosis more frequently 
than a whole series of laboratory procedures. 

Too frequently, the so-called “thorough workup” 
misses the point. In such a “workup,” no investiga- 
tion is usually made of the psyche of the patient. 
Much unnecessary expense would be saved if the 
patient were encouraged to talk more about himself 
and less about his symptoms. Any case considered 
worthy of a “thorough workup” should be worth at 
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least one hour of listening and a complete physical 
examination. 

A physical examination such as can be done in 
any physician’s office is excellent psychotherapy for 
any patient worried about his health. This measure 
is too frequently neglected. We have all seen patients 
referred for x-rays or other laboratory studies who 
have never been examined by the referring physi- 
cian. This matter of the value of the physical exam- 
ination is worth a clinic in itself. 


GP e Volume X, Number 6 


\ 
- 
} 

42 


BY JACOB J. COHEN, M.D. 
Philadelphia, Pennsylvania 


Twenty-seven obese patients whose histories indicated a lack of response to conventional therapy 
were treated under a regimen that emphasized “unobtrusiveness.” They were instructed to refrain 
from all mention of treatment until results were obvious, and then to remain casual and avoid 
volunteering information. Diet and drug therapy were modified to help the patient in keeping 
his treatment confidential. The clinical results were encouraging. 


EVERY PHYSICIAN realizes that obesity cannot be 
treated successfully by merely prescribing diets and 
drugs. Weight control obviously depends less on 
the therapy itself than on the degree to which the 
patient follows it. Failure of therapy can nearly al- 
ways be traced to an inherent psychologic inade- 
quacy of the patient. Therefore, it is the physician’s 
responsibility to devise a regimen that will provide 
each patient with a maximum of protection against 
his own shortcomings. 

In the hope of accomplishing this, I recently 
began a thorough revision of my standard regimen 
for obesity. It is obvious that the treatment of 
obesity inevitably breaks down when the patient is 
out of the physician’s sight. The first step, there- 
fore, consisted of re-evaluating observations made 
over the years concerning the social behavior of the 
obese. These observations suggested that many of 
the flaws of the average regimen were merely as- 
pects of a single generalized failure—a failure to 


emphasize a simple, fundamental requirement: un- 
obtrusiveness. 

The importance of this overlooked factor is 
readily apparent if one considers the behavior of the 
patient in society rather than in the doctor’s of- 
fice. There are few people who have not been forced 
by obese acquaintances to listen to interminable 
accounts of their latest diets. So typical is this that 
the perennially dieting, perennially obese constitute 
one of the most notorious types of social bores. They 
are the butt of countless jokes, cartoons, articles 
and even books. Universally ignored, however, is 
the fact that the obese person himself is the major 
victim of this characteristic behavior pattern. 

The mere mention of dieting is a cue for well- 
meaning friends and malicious friends alike to tempt 
the obese person with everything his diet forbids. 
At the same time, the more he talks of the foods he 
cannot have, the more he craves them. Moreover, 
let a single lapse occur and the mockery of “friends” 
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Importance of Unobtrusiveness in Creating Obesity 
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may be enough to drive the patient to a permanent 
abandonment of his entire regimen. Thus, a vicious 
cycle is formed. By publicly and proudly proclaim- 
ing his treatment, the patient simultaneously weak- 
ens his own resolve and goads his friends into 
showering him with temptations and to magnifying 
his slightest slip-up into an irrevocable breakdown 
of therapy. 

Avoidance of this pitfall is possible if the patient 
can avoid advertising his treatment. This, in turn, is 
possible only when the regimen itself helps the pa- 
tient to retain his secret. 

A number of relatively simple modifications of 
therapy readily suggested themselves for further- 
ance of this aim. They included liberalization of the 
diet, redesigning it to allow a closer conformity to 
everyday eating habits, and assurance for the pa- 
tient that an occasional lapse need not signify the 
total failure of therapy. Of paramount importance 
was a simple prohibition against discussing diets or 
taking appetite-curbing drugs in public. 

Realizing that these observations and the modi- 
fications they implied, while suggestive, were 
neither objective enough nor extensive enough to 
stand unconfirmed, it was desirable to test their 
validity in practice. 


Methods 


For an initial study, 27 patients were chosen 
whose histories had demonstrated clearly that they 
would be least likely to respond to weight control 
measures. Each had failed to respond to all previous 
therapy. Many of them had failed so frequently 
that their obesity had begun to appear a chronic 
and incurable condition. Their ages varied from 17 
years to 61 years, and their overweight varied be- 
tween a marginal excess and gross obesity. Several 
patients whose weight excess was still quite minor 
were included in the study in the hope of checking a 
demonstrated trend toward progressively serious 
obesity. In approximately one third of the patients 
studied, obesity was complicated by diabetes or hy- 
pertension or both. 

Prior to therapy, I spoke frankly to each patient, 
warning him of the dangers of his condition and 
pointing out the psychologic overtones of his in- 
ability to lose weight. Each patient was asked to 
provide a description of his normal diet and the 
eating habits dictated by his usual social activities. 
Using these facts as a basis, I outlined the frame- 
work of a diet of about 1,200 to 1,500 calories, which 
approximated as closely as possible the individual 


eating pattern described. Patients were not told 
that they must not eat cake or ice cream, nor were 
they forbidden soft drinks or beer. Realizing that 
these foods are the staples of social eating, modera- 
tion rather than abstinence was stressed. 

Because of the familiarity of these patients with 
conventional regimens, the lack of taboos usually 
engendered a feeling that the treatment was “too 
easy.” This, however, provided an excellent oppor- 
tunity for bringing home the importance of unob- 
trusiveness, the essential feature of the regimen. It 
was easy to explain that although normal people 
may be pleased to see the successful results of diet- 
ing, they dislike intensely having the diet itself 
paraded before them. Each patient was shown how 
the flaunting of his treatment in public intensified 
his craving for forbidden foods and at the same time 
drove his friends, bored by the constant talk of diet, 
to vent their annoyance by tempting him to aban- 
don his overadvertised regimen and by ridiculing 
him when he did so. Avoidance of this trap, it was 
explained, dictated the only specific taboo of the 
regimen: don’t talk about the treatment. 

Rather than rely exclusively on the ease of the 
regimen to insure patient adherence, anorexigenic 
drugs were utilized as well. A daily dose of 15 mg. 
of d-amphetamine sulfate was prescribed in the 
sustained-release dosage form (Dexedrine Span- 
sule). It was possible to include this drug in the 
regimen without violating the essential secrecy of 
the treatment. The patients were instructed to take 
one capsule each morning before breakfast. 

Special attention was given to the psychologic 
outlook of each patient, as well as to any clinical 
abnormalities that coexisted with his obesity. The 
duration of observation ranged from four to 39 
weeks, the average time being 17 weeks. 


Results 


The average weekly weight loss for this group ot 
patients was 1.1 lb., 0.2 lb. less than reported by 
Gelvin and McGavack using comparable doses of 
amphetamines and a diet of 1,060. calories. Only 
one patient (HF) failed to show a steady response 
to treatment, although many showed weight losses 
smaller than the average for the group. Weight 
data for these patients are shown in Table 1. Results 
have been summarized and correlated with duration 
of treatment as shown in Table 2. The results of 
Gelvin and McGavack which are mentioned above 
are included for reference. 

The patients reported that they experienced 
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comparatively little difficulty in keeping their treat- 
ment secret until weight losses became apparent. 
In anticipation of this problem, it had been sug- 
gested that the patient acknowledge the fact that 
he was under treatment once it became obvious. 
They were cautioned, however, to be casual about 
it, to avoid details, and above all to refrain from 
volunteering information. This approach was quite 
satisfactory in heading off discussion. Few patients 
were pressed for details; apparently confirming 
the premise that normal people are rarely interested 
in the details of obesity. 

The results obtained with one patient (DP), 
although statistically poor, were particularly grati- 
fying since they were obtained during a pregnancy. 
This patient’s previous pregnancy had been com- 
plicated by an excessive gain in weight and by 
severe nausea and vomiting. Nausea, which was 
present when the patient started treatment, was 
promptly relieved, and rather than gaining weight, 
she actually lost 10 lb. 


It was not intended that this regimen should 
supplant the current methods of therapy. It was 
designed, rather, to establish basic guide lines that 
might help to clarify and improve the approach to 
the psychologic aspects of treating obese patients. 
The significance of the results lies not in the tabu- 
lated weight losses, but rather in the fact that all 
of the responses recorded were obtained with 
patients who had consistently failed with previous 
therapy. 

Nevertheless, analysis of the data in Table 1 
indicates two factors at least which deserve com- 
ment. These factors are (1) the relatively poor 
showing of the few patients who were only margin- 
ally overweight; and (2) the tendency for the rate 
of loss to decline as the duration of treatment in- 
creased. 

The basic explanation of obesity is that fat ac- 
cumulates whenever the quantity of food ingested 
exceeds the body’s energy needs. Accepting this, 
it is obvious that a patient who has been unsuc- 
cessfully treated over a prolonged period of time 
and who is, nevertheless, only marginally over- 
weight is not exceeding his proper diet to a very 
large degree. Therefore, a regimen that attempts 
to approximate normal diet will undoubtedly ap- 
proximate the patient’s own diet too closely to pro- 
duce any rapid effect on his weight. On the other 
hand, a relatively slight excess existed in these 
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Before After of Total Weight 
Treat- Treat- Treatment Weight loss 
ES S7F 150% 125% 39 25 0.6 
Op 32F 167 157 39 10 0.2 
RK 19 F 130% 113% 34 17 0.5 
MF 54 M 228 195 30 33 1.1 
i 16M 203% £185 26 18% 07 
135 26 30 1.1 
48M = 161 150% 26 10% 0.4 
CG 40 F 176% #162 26 14% 0.5 
cB 45 F 186 160 21 26 1.2 
GF 52 F 140% 134 17 6% 0.3 
MM 55 M~ 180 160 17 20 1,1 
& 63 F 165 158 17 7 0.4 
BL 41 FF 126 117 17 9 0.5 
MH 61 F- 172 149 17 23 1.3 
EH 60 F 199% 189% 17 10 0.6 
SS 25 M 212 178 13 34 2.6 
RD 39 F 162% 129% 13 33 2.5 
AG 16) 154 13 0.5 
AF 41 F 168 161 - 13 7 0.5 
MW 42 F201 191 13 10 0.8 
ai wr 175 138 13 37 2.8 
wer 149% 140 9 9% 1.0 
HF 17 F 122% 120% 9 2 0.2 
GV 28 F 171 159 4 12 3.0 
SW 31 F 144 137 4 17 
SS 28 F 168 161 4 7 17 
30 F 146 139 4 7 17 
Table 2. Summary of Results of Treatment 
Total Treated Treated Gelvin, 
Group 13 weeks 14weeks McGavack 
or less or more Group 
Number of 
patients 27 12 15 31 
Average duration 
of treatment 
(weeks) 17 9 24.6 5.5 
Average weight 
loss per week 1.1 1.5 0.7 1.3 
Average total 
weight loss 16.0 14.3 17.3 7.2 
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Table 1. Results of Treatment 

Weight (pounds) uration Average 
| 
= 


patients, and their total weight reduction, despite 
the low rate of response, brought their weight very 
close to normal limits. 

A number of factors are probably implicated in 
the inverse correlation between rate of loss and 
duration of therapy. It is generally recognized that, 
unless excessive fluid retention occurs, the initial 
rate of response to any diet exceeds the over-all 
rate. The first few pounds are nearly always the 
easiest to lose. In addition, the factor observed with 
the marginally overweight becomes increasingly 
important as the obese patient begins te approach 
his normal weight. It is significant, however, that 
the patients studied did continue to lose weight 
regularly even though the rate of loss decreased. 
There was clear evidence that the patients were 
remaining faithful to the regimen well beyond the 
usual time limit of their reliability. 

Although the study is clearly too limited to be 
regarded as conclusive, it does suggest that an 
unobtrusive regimen may succeed where essentially 
similar therapy, lacking only the factor of unob- 
trusiveness, has consistently failed. 

At the same time, the success obtained from the 
purely psychologic advantages of this approach 
tends to confirm the importance of the psychic 
factor in obesity therapy and to lay added emphasis 


on the need for the physician to provide a regimen 
that is as sound psychologically as it is physi- 
ologically. In this connection the exceptionally good 
mental attitude of these patients while undergoing 
treatment deserves mention. Although the “easy” 
regimen undoubtedly contributed to this, my ex- 
perience with the mood ameliorative properties of 
amphetamines, confirming the observations of Wil- 
liams, leads me to credit this type of drug with an 
appreciable psychologic “assist.” It is interesting to 
note how closely the actions of the drug parallel 
the essential features of the regimen. It improves 
mood, curtails appetite, and, in the sustained- 
release dosage form, it even succeeds in being 
unobtrusive. 

Throughout the study, there were almost no side 
effects to therapy with d-amphetamine sulfate. 
Normotensive patients showed no appreciable alter- 
ation in blood pressure. Concurrent with their loss 
of weight, eight patients whose obesity was com- 
plicated by hypertension demonstrated a reduction 
in blood pressure. This is not meant to imply 
that d-amphetamine sulfate is treatment for high 
blood pressure per se, but to emphasize that this 
drug can be included quite safely in a weight- 
reduction regimen for people having hypertensive 
vascular disease. 


Soil Factors in Nutrition 


THE wea has been promoted by some popular 
writers and others that feeds from poor soils, 
whether forage or concentrates, result in the 
production of milk, meat and eggs of poor nu- 
tritional quality. In general, this is not true. 
Feeds that are inadequate in amount or quality 
affect the yield, and not the quality, of the prod- 


Should General Practice Be Defined? 


Ir Is GREATLY to the advantage of some general- 
ists, specialists, educators and laymen to leave 
the nature of general medicine undefined, to 
satisfy the fears, poses, prejudices, preconceptions 
and hopes of some members of these classes. It 
requires much less effort and fewer people are 


uct. There are some exceptions to this, notably 

the vitamin-A value of eggs and milk, but from the 

standpoint of my general topic it should be em- | 
phasized that the contributions of better animal | 
feeding practices to man’s nutrition lie primarily | 
in increasing yields of the products. It is not to | 
be expected that marked improvement can be | 
made in their high nutritive value. This can be | 
counted upon, whatever the feeding system.— 
L. A. Maynarb, Science, 120: 164, 1954. | 


offended if these vital problems are not met head 
on. As long as the nature of general practice 

remains uncertain it will be impossible to reach a 
necessary agreement about the extent of the gen- 
eral physician’s participation in certain specialized | 
fields. It will be equally impossible to establish | 
the exact level of diagnostic and therapeutic re- | 
sponsibility—Donatp M. Crark, New England 
J. Med., 251: 137, 1954. | 
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Eczematous Dermatitis in Children 


BY VINCENT J. FONTANA, M.D. 


Chief of Allergy, National Naval Medical Center 
Bethesda, Maryland 


Eczema in infancy and childhood is commonly a manifestation of allergy due to foads 

or inhalants. Although helpful in identification of inhalant allergens, skin tests 

are not much help for diagnosis of food allergies. Here reliance is placed chiefly on the history 
and the use of an elimination diet and a food diary. Poison ivy is the commonest cause 

of contact dermatitis in children. Good results have been observed in prevention of this disease 
by using an aqueous extract of poison ivy for desensitization of the susceptible patient. 


THE MANIFESTATIONS of a food allergy are quite fre- 
quent in childhood. The importance of foods as 
the sensitizing agent in eczema, asthma, urticaria 
and gastrointestinal allergy are well recognized. 
The relative significance of a food allergen progres- 
sively decreases with the increase in age and is 
relatively unimportant as compared with sensitivity 
to pollens, environmental allergens and respiratory 
infection in children over 5 years of age. 

If the physician is aware of certain phases that 
the allergic child goes through during the indi- 
vidual sensitizing reactions, he is better prepared to 
handle the patient and prevent future symptoms 
attributable to the individual sensitivity. It is well 
then to consider the symptoms of colic, cyclic 
vomiting, diarrhea, coryza and frequent “colds” in 
an infant having a positive hereditary allergic factor 
as possible precursors of the asthmatic state. The 
infant will react to massive and repeated doses of an 
allergen by a general and segmental spasm of the 


gastrointestinal tract which is known as “colic.” 
The food may be regularly and forcefully dispelled 
from the stomach, and loose bowel movements with 
the passage of mucus and blood may be frequent. 
Blood and lymph-borne agents may react with the 
sensitized cells of the skin, causing infantile eczema. 
During the latter part of the first or second year or 
later, the mucosa of the upper respiratory tract 
begins to take part in these antigen-antibody reac- 
tions and one becomes aware of nasal symptoms and 
frequent “colds” which are prominent at this time. 
At a future date if the etiologic agent is not isolated, 
the reaction may involve the lower respiratory tract, 
resulting in asthma. 


Atopic Eczema 


Eczema in children is the result of a variety of 
factors. When it appears in infancy, it ordinarily 
starts with an eruption of the cheeks and scalp. The 
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rash is usually punctate, pruritic and encrusted 
with serum exudate. Inflammation is a prominent 
sign of this disease. As the child grows, the eruption 
characteristically appears in the creases of the neck 
and in the antecubital and popliteal areas (Figure 1). 
The intense pruritus may bring about scratching 
and subsequent secondary skin infection. The re- 
gional nodes may be enlarged. 

The disease is self-limited and usually leaves the 
skin unmarred. Exacerbations and remissions are 
an important part of the clinical picture. 

There is still some difference of opinion about the 
role that foods play in infantile eczema. Rowe and 
Rowe, in a study of 100 consecutively treated in- 
fants and children, found that food allergy was the 
sole cause of dermatitis in 44 per cent and was as- 
sociated with an inhalant allergy in 41 per cent. 
Inhalant allergens alone were found to be responsi- 
ble for the eczema in 15 per cent. 

In infants the most common eliciting agents are 


cubital and popliteal areas. 


foods and inhalants—the most common foods being 
cow’s milk, wheat, other cereals, eggs, citrus fruits, 
tomatoes, fish (including fish liver oils) and peas. 
The inhalant allergens which merit consideration 
are house dust and substances from pillows, mat- 
tresses, bed clothing, rugs and draperies. In older 
children, multiple sensitivities, usually to the foods, 
will begin to lose their importance and a search for 
inhalant allergens must be undertaken for complete 
diagnosis. 

The significance of the positive wheal reactions 
to scratch or intracutaneous tests in infantile 
eczema has been the subject of much discussion and 
still remains questionable. In many patients with 
atopic dermatitis, the skin tests will produce whealed 
reactions with substances that can be shown not to 
produce a clinical reaction. Conversely, foods of a 
proved clinical importance (in that they produce 
exacerbation and recurrence) may not give any posi- 
tive reaction on skin testing. Skin tests with the 
foods, therefore, are not reliable and can only be of 
aid in confirming allergens that have already been 
discovered by clinical history and elimination diets. 

In contrast, the skin tests with the seasonal and 
nonseasonal inhalants are reliable and in many cases 
will complete the diagnosis when correlated with 
the clinical history. It is safe to say then, that if all 
diagnostic measures fail, skin testing with the in- 
halants, particularly in the older group, may help 
uncover the eliciting agent in some cases. Desensi- 
tization with the incriminated substances (dust is 
most frequent) brings about gratifying results. 

Bowen has stressed the relationship that appears 
to exist between infantile eczema and asthma. 
Twenty per cent of a large group of asthmatic pa- 


Figure 1 (a, left, and b, right). In older children atopic eczema characteristically appears in the creases of the neck and in the ante- 
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tients stated that they had had infantile eczema, and 
50 per cent of eczematous children. developed 
asthma. 

In obtaining the history, the family background is 
of great value. Eighty per cent of patients have a 
positive hereditary factor. 

Since many infants having eczematous manifesta- 
tions will later show other allergic signs, advice 
should be given to the parents as to this possibility, 
with suggestions on the avoidance and elimination 
of the more important inhalant allergens. This pro- 
cedure is often very helpful in the prevention of 
future trouble. 


Treatment of Eczema 


In the treatment of infantile eczema, no one as- 
pect of management is all important. Recognizing 
and providing for the allergic nature of this disease 
is necessary in addition to the local care in treat- 
ment of the skin rash. The belief that the infant will 
“outgrow” its eczema is undoubtedly responsible 
for the temporizing with local treatment only, and 
thereby achieving poor results. 

The management of this condition should consist 
in the following: (1) environmental control of the 
inhalant allergens; (2) dietary restrictions of the 
foods incriminated ; (3) local treatment appropriate 
to the morphologic stage of the lesion; (4) removal 
of any secondary pyogenic infection that is present. 

Environmental Control. As for environmental con- 
trol, the possibility that the more common inhalant 
allergens are causing or complicating the eczema 
must be considered. Removal of allergens from the 
immediate environment of the patient includes not 
only airborne allergens such as pollens, dust, 
feathers and animal danders, but also external skin 
contact with wool, silk, cotton, feathers, danders 
and bedclothing. The steps that may be taken in 
environmental control are as follows: 

(1) The mattress and pillow should preferably be 
made of a synthetic material such as latex rubber or 
fiber glass or plastic. The mattress and pillow, if not 
of a synthetic material, should be covered with dust- 
proof casing of rubber or a plastic treated fabric. It 
is important, after enclosing the mattress or pillow 
in the casing, that the ends be sealed with a strip 
of adhesive tape. No mattress pads, fluffy woolen 
blankets, feather or wool-stuffed comforters should 
be used. If another bed is within the room, it too 
should be prepared in the same manner. 

(2) In order to keep the dust concentration in 
the child’s bedroom at a minimum, the room should 
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be cleaned daily with a damp cloth or oil mop. This 
should include the floor, furniture, tops of doors, 
picture frames and window frames. Have as little as 
possible dust-forming furniture in the room. 

(3) Keep the child away from all animals. 

(4) Washing and cleansing materials used for 
personal hygiene must be investigated and, in addi- 
tion, the mother should be instructed to keep any 
irritating soaps, baby oils and powders off the infant’s 
skin. 

Local Treatment. In the local treatment of this 
disease. the most important single effective ingredi- 
ent in ointments, used in the chronic stages of the 
disease, is coal tar. Many salves and ointments con- 
taining tar, under a variety of commercial names, 
have been used with good results. In the acute 
stages, the so-called ‘One-Two-Three” ointment is 
useful. This consists of one part aluminum acetate 
solution, two parts wool fat and three parts paste of 
zinc without salicylic acid. Another excellent oint- 
ment consists of the following: 

Gm./ce. 


Purified crude coal tar 2.0 
Liq. alum. acetatis 5.0 
Lanolin or Aquafor 10.0 


This ointment is spread on thickly and the eczema- 
tous areas bandaged. Another preparation which 
can be used to bring about local healing is Vioform 
(Ciba). 

The use of antihistamines particularly Benadryl, 
Pyribenzamine and Chlor-trimeton, locally or oral- 
ly, may be quite useful in reducing the pruritus. At 
the same time their sedative effect will help in the 
general symptomatic therapy. It is essential that 
local medication be applied two or three times a 
day. The ointments used should be applied gen- 
erously and rubbed in gently. 

In many of the more acute cases of eczema, re- 
straining the wrists or ankles to the side of the bed 
is an important principle of treatment. The hands 
and feet should be tied to the sides of the crib and 
cardboard cuffs placed over the elbows. The mother 
must be warned that the use of soap and water is 
contraindicated. Bran or cornstarch baths are help- 
ful and may be given between local applications of 
medications. 

The steroid hormones are also used in the treat- 
ment of generalized atopic eczema. The topical ap- 
plication of hydrocortisone acetate sometimes pro- 
duces dramatic remissions. 

In spite of this dramatic effect, the steroid hor- 
mones do not have any place in the therapy of infan- 
tile eczema, except possibly to “tide” the patient 
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over an usually acute episode or perhaps to clear the 
skin for future skin testings and possible etiologic 
diagnosis. The condition becomes reactivated fol- 
lowing the discontinuance of hormonal therapy and 
therefore the result is only temporary. The use of 
these hormones in many cases will mask rather than 
uncover the positive agent responsible for the skin 
lesion. 


Dietary Management 


This depends in large part upon the facts un- 
covered from a precise clinical evaluation of the 
child and the history secured from the parents. It 
is most important that the mother have a thorough 
knowledge of the plan to be followed so that the 
physician can be sure of the fullest cooperation. 
The mother must be told that the management 
of eczema requires time and patience. It must also 
be emphasized that the restrictions are not perma- 
nent and that when the patient becomes symptom- 
free, the addition of foods to the restricted diet will 
be undertaken cautiously and tentatively. 

Depending on the age of the child, the hypo- 
allergic diet or an elimination diet without egg, 
wheat, fish, milk and orange juice will become the 
basic working plan for physician and mother. In- 
stead of milk as a beverage, the mother may substi- 
tute Mull-soy (Borden), Liquid Sobee (Mead John- 
son), Nutramigen (Mead Johnson) or goat’s milk. 
Kanana banana flakes, a dehydrated banana prod- 
uct, makes a fine milk modifier for the eczematous 
infant because of its nutritional value and vitamin 
concentration. 

In addition to the already mentioned beverages, 
the mother may also give the child pineapple juice, 
grape juice, apricot juice and apple juice. These 
fruits may also be taken in solid form. The diet 
should not contain wheat in any form. The mother 
may substitute corn meal, rice, hominy, corn flakes, 
puffed rice and barley cereals. Depending on the 
age of the infant, meats (lamb, mutton, beef) may be 
given in small amounts. Vegetables may consist of 
corn for a child over 6 years; fresh or canned as- 
paragus, lettuce, string beans and white potato. 
Bread may be given in the form of 100 per cent rye 
bread. For flour the mother may use corn starch, 
rice, rye and barley flours. Karo, unflavored gelatin 
and hard candy with peppermint may also be used. 

The mother must be instructed that no foods 
other than those specified can be used. Gravy for 
the meat can be thickened with corn starch but not 
flour. The foods permitted may be used in unlimited 
quantities. It must be stressed that eating even a 


minute amount of a food not included in the dic: 
may ruin the entire procedure. To prevent consti- 
pation a liberal use of fruit juice and fruit is advis- 
able. Supplementary synthetic vitamin addition, 
must be made according to the individual needs. 

In conjunction with the diet, the mother is to 
keep a food diary. This diary will list a day-by-day 
review of the symptoms and of all foods and medica- 
tions ingested. 

If these measures are successful, the eczematous 
child becomes symptom free. The “trial and error” 
procedure of uncovering the responsible food aller- 
gen is then undertaken. One food should be checked 
at a time. After a trial of four days without any ap- 
parent recurrence or exacerbation of the skin lesion, 
that food may be added to the basic diet of the child. 
If a positive result is obtained as shown by the re- 
turn of the patient’s symptoms, the food should 
again be withheld and added at a later date in order 
to confirm the true allergenic nature of the in- 
criminated substance. If, when added to the diet 
again, there is a prompt recurrence of the skin 
lesions, the food should be withheld for a period of 
several months. During this time the child will have 
reached a good nutritional state and the physician 
can attempt to reintroduce small amounts of the 
food gradually, and thereby increase the patient’s 
tolerance to the responsible allergen. 

If no reaction is obtained to a food after a four- 
day trial, another food may be added and the same 
procedure followed. It is a good idea to add fruits 
and vegetables before proceeding to the more im- 
portant food products such as milk, eggs and wheat. 

Persistence of the eczematous eruption despite 
the elimination or hypoallergic diet, indicates the 
need for a more rigidly limited food intake, namely, 
a semistarvation diet. For the first three days the 
patient is permitted only rice, tea, butter, sugar, 
salt and lemon. On the fourth day vegetables and 
gelatin are added; meat on the sixth day; grape- 
fruit, prunes and pears on the seventh day. With- 
hold all vitamin and mineral products for the first 
three days, then employ only those that are syn- 
thetic and therefore nonallergenic. If, after using 
the semistarvation diet, the eczema clears, the in- 
dividual foods can be gradually added by the “trial 
and error” technique until the diet is well rounded 
and the sensitizing allergens are uncovered. If no 
improvement occurs following the diet, the diag- 
nosis of a food allergy must be questioned. 

The overzealous mother, who is anxious to add a 
great variety of foods to the diet of a small infant, 
may aggravate her child’s predisposition to eczema. 
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The sudden addition of various foods to the young 
infant’s diet may cause allergic responses. These 
additions should be made slowly to the diet of all 
infants and, when new foods are given, they should 
be as individual foods and not as mixtures. The 
servings of the new foods should be small and well 
mashed. 

Most recently it has been suggested that the 
provision of a milk substitute for the potentially 
allergic baby (one whose parents or siblings have a 
history of allergy) will aid in the prevention of 
allergic disease in children. Johnstone and Glaser 
feel that, if the infant is given this milk substitute 
throughout the period of immunologic immaturity 
(6 to 9 months of age), there is a better chance of 
preventing allergic disorders such as eczema, coryza 
and asthma. 

Acute exacerbations of the eczematous lesions 
that cannot be explained on any difference in food, 
inhalant or physical factors are common. A dis- 
turbance of emotional and nervous stability may 
bring about a flare-up of the lesions. 

' Focal infection is another causative factor in the 
recurrence and intensification of the eczema. The 
possibility of a bacterial allergy complicating the 
clinical picture must be considered. When foci of 
infection are found, they should be promptly 
eradicated. 

The dangers of vaccination against smallpox in 
the presence of an eczematous lesion cannot be 
overemphasized. Advice must also be given to the 
parents to keep the child with eczema away from 
another child having a fresh vaccination sore. The 
routine prophylactic injections for diphtheria, per- 
tussis and tetanus, should not be witheld from the 
eczematous child. Disagreeable local reactions will 
be no more severe than those noted in normal 


children. 
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Poison Ivy 


Unlike atopic eczema, contact dermatitis due to 
Rhus toxicodendron may occur in any child if 
exposure is extensive and if sensitization is es- 
tablished. This type of plant sensitivity is the com- 
monest cause of contact dermatitis in children. 

The outstanding complaint is itching, and the 
diagnosis is usually made by the appearance of the 
lesion. In questionable cases, the use of a patch test 
is confirmatory. The child may come into contact 
with the plant directly, or indirectly through con- 
tact with a pet that has the rhus oil on its hair. 

In its acute phase this type of dermatitis can 
only be treated by removal of the cause and by 
application of external medications. Immunologic 
treatment is usually unnecessary and has no value 
for symptomatic relief. 

For protection from this dermatitis, administra- 
tion of gradually increasing dosages of the offend- 
ing plant oleoresins is practical and effective. In the 
past, the extracts available for treatment have con- 
tained the oleoresin in an organic solvent or in an 
oil. These extracts have been unsatisfactory for 
many reasons. Strauss and Spain therefore de- 
veloped a product which contains the active 
oleoresin in an aqueous medium (Aqua Ivy, Strong 
Cobb). This preparation is painless when injected 
with a tuberculin syringe and a small needle. 

For prophylaxis, desensitization can be accom- 
plished with the schedule shown in the following 


table. 
Dose Amount of Aqua Ivy 


- 0.1 cc. of 1-50 dilution 
0.2 cc. 

0.4 cc. 

0.8 ec. 

. 0.2 cc. of 1-5 dilution 
. 0.5 cc. of 1-5 dilution 


| 
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Injections are given subcutaneously every seven 
days. The largest dose is repeated every three to 
four weeks throughout the season. In case of any 
local reaction, repeat the last dose or even curtail it 
for the next injection, depending upon the severity 
of the reaction. This alum-precipitated pyridine ivy 
extract is very slowly absorbed, so that larger doses 
may be administered with more successful clinical 
results. 

Gaillard has reported good results with the use 
of this extract in 100 cases. In our clinic, 15 children 
treated with Aqua Ivy showed successful clinical 
results not possible with other ivy preparations. No 
toxic reactions have been reported to date with this 
extract. In two of the 15 children, minimal lesions 


of poison ivy were reported during the desensitiza- 
tion treatment. These lesions developed from con- 
tact with the plant, and were readily controlled with 
Rhulicream (Lederle) applied generously to the 
rash and to the adjacent areas. 

The antihistamines are helpful in the prevention 
of itching. They may be given orally or applied as 
an ointment. 

It is not unusual to find that the child with 
poison ivy has a superimposed infection caused 
usually by scratching. This would be an indication 
for the use of a wide-spectrum antibiotic ointment 
in conjunction with the Rhulicream. 

A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


NUMBER FIVE IN A SERIES 


Briefs in Psychotherapy 


BY JOHN R. CAVANAGH, M.D. 


DON'T group all emotionally disturbed patients 
as “neurotics.” 


DO study psychopathology. 


Too FREQUENTLY we hear the words, usually stated 
in a derogatory tone, ‘There is nothing wrong with 
him; he is just a psycho.” There are two mistakes 
here. The first is the statement that “there is noth- 
ing wrong.” It would be better to say, ‘I have been 
unable to find any physical explanation for your 
symptoms and I have not bothered, or taken the 
time, to explore the possibility that an emotional 
problem may be the source of your difficulties.” 

Obviously, if the patient has found it necessary to 
seek the advice of a physician he has some com- 
plaint, and it is your job as a medical man to search 
diligently for its cause. Your job is only one-half 
done when physical disease is ruled out. Investigate 
the emotional background of your patient and 
attempt to evaluate the effect that this may have in 
the production of his symptoms. 

The second mistake is the grouping of all emo- 


tionally ill patients in one category contemptuously 
labeled ‘“‘nervous.” A man who would meticulously 
check bacteriologically before prescribing an anti- 
biotic should in conscience devote enough study to 
psychopathology to have a working knowledge of 
neurotic disorders. He would then be able to 
approach with interest and intelligence what had 
previously appeared a confused mass of poorly 
understood symptomatology. 

Knowledge throws light into dark corners. These 
previously poorly understood areas, with illumi- 
nation, stimulate new interest. 
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Che Eye Complaints of Neurotic Patients 


BY EDWARD S. GIFFORD, JR., M.D. 


Philadelphia, Pennsylvania 


The eyes are the mirrors of the soul in more than one sense. Certainly they are one 


of the commonest sites for symptoms that originate in anxiety or emotional tension. 
Unrecognized for what they truly are, these symptoms become more firmly established 
if an ophthalmologist treats the patient as though the symptoms were due to organic disease. 


Wuen I cGrapuateD from medical school I knew 
less about the eye than about any other organ of 
the body. I knew so little that I was willing to 
confess my ignorance, a great concession from a 
recent graduate. During my few years of general 
practice, therefore, patients who had ocular com- 
plaints were referred to an ophthalmologist. In 
time a report reached me that the patient did or 
did not need glasses, did or did not have a little 
chronic conjunctivitis, or retinal angiosclerosis, or 
a few spicules in the lens. 

This, I thought, should settle the matter. Un- 
fortunately in many cases it did not, and the com- 
plaints continued—itching, burning, lacrimation, 
photophobia, light flashes, monocular diplopia, 
spots before the eyes, aches and pains in and around 
the eyes, eye fatigue and headache after reading. 
I did not know then what I have many occasions 
to realize now. The eye is the most common site of 
neurotic symptoms when they are localized mainly 
in one part of the body. 

Schindler found that 421 general practitioners 


who answered his questionnaire estimated an aver- 
age of 31 per cent incidence of emotionally-induced 
illness without structural changes. Strecker sug- 
gests that between 40 and 50 per cent of the pa- 
tients who consult general practitioners have a 
neurosis as their major difficulty, though this esti- 
mate would include some with structural changes. 
Bahn is of the opinion that the percentage is much 
higher in ophthalmic practice. He reviewed 400 
consecutive office patients in ophthalmic practice, 
215 men and 185 women, and decided that 301 
(75 per cent) had a neurotic disposition sufficient 
to interfere with recovery from symptoms. Since 
he included those in whom the neurosis was a 
minor factor, his percentage is not strictly com- 
parable to those of Schindler and Strecker for 
general practice. Nevertheless these figures indicate 
a considerable proportion of neurotic patients in 
any medical practice, and probably a greater pro- 
portion in ophthalmic practice. Adler believes that 
disturbances of psychic origin are more common in 
the eye than in any other one part of the body, 
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Figure 1. Unholy impulses from the id are sternly rebuffed by 
the super-ego. 


and that the emotionally upset patient has a special 

‘tendency to focus attention on his eyes. To gain 
some idea of why the eye should be so prominent 
in neuroses requires an investigation which calls 
psychiatry, folklore and anthropology to its aid. 


Reasons for Eye Involvement 


Freud. According to Freud the conscious ego is 
beset on one side by the unmoral, instinctual crav- 
ings of the id, and on the other by the super-ego 
which represents the sense of right and wrong, 
or conscience, instilled by childhood training (Figure 
1). Whenever forbidden id impulses become too 
self-assertive the super-ego restrains the ego from 
complying, or punishes compliance, by creating a 
vague and painful fear called neurotic anxiety. Some 
feel it as a sense of guilt. It becomes necessary to 
repress the impulses for the sake of mental peace, 
or to disguise its expression in a manner which will 
deceive the ego and super-ego. These disguised ex- 
pressions are one form of neurotic symptoms. Pun- 
ishments exacted by the super-ego are another. 
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External restraints of id impulses lead to resent- 
ments against other persons which may themselves 
be punished by the super-ego with neurotic anx- 
iety. The resentments are one expression of an 
instinct contained in the id which Freud called the 
destructive, or death, instinct. This instinct is one 
of aggression and hostility directed outward when 
possible, but turned inward upon the self when 
thwarted or when a sense of guilt established by 
the super-ego demands self-punishment as a price 
for relieving neurotic anxiety. 

The complete expression of the destructive in- 
stinct turned upon the self, and the most severe 
form of self-punishment is suicide. For the great 
majority of those suffering from mental conflicts 
this extreme is not reached, and a lesser degree of 
self-destruction is endured. The suffering may be 
general or it may attach itself to one part of the 
body particularly associated with the forbidden 
impulse, such as the eyes. 

The human mind appears to be susceptible to a 
naive logic by which one part or function of the 
body bears the guilt and expiates the sins of the 
whole. Folklore gives numerous instances of this 
logic applied to vision. 

Folklore. When Oedipus learned that he had 
killed his father, married his mother, and by his 
mother sired four children he blinded himself be- 
cause he had “looked enough upon those he ought 
never to have looked upon.” Tradition punished 
Peeping Tom with blindness for his glimpse of the 
naked Lady Godiva. The medieval Arabs believed 
that looking into the cavity of the vagina was in- 
jurious to the eyes and could result in blindness, 
and the modern Pennsylvania Germans believe that 
a man who looks up into a tree while a woman is 
there above him will go blind. 

The Bible quite agrees. According to St. Matthew: 
“Whosoever looketh on a woman to lust after her 
hath committed adultery with her already in his 
heart. And if thy right eye offend thee, pluck it 
out, and cast it from thee.” 

Psychotics have taken this passage literally. In 
the course of his travels into Asia, Marco Polo 
heard of a Nestorian Christian cobbler who pun- 
ished himself for a lustful glance at a woman’s leg 
by gouging out his right eye with a shoemaker’s 
awl. In 1888 a Frenchwoman removed one eye with 
a meat hook and then quoted St. Matthew. In 1938 
a California woman, after reading “If thy eye offend 
thee, pluck it out,” and “If thy right hand offend 
thee, cut it off,” removed her right eye with a pair 
of scissors, and hacked off her left hand with an 
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axe. (I presume she was right-handed and found 
it too awkward to cut off the right hand with the 
left.) 


Eyes and Emotions 


Neurotics do not destroy their vision by self- 
mutilation, but they do impair visual function with 
neurotic symptoms ranging from eye fatigue to 
hysterical blindness. The vast majority confine 
themselves to those small, annoying symptoms 
which continue for years, limiting activity with the 
fear of eventual blindness and baffling the attending 
physicians. They cling to glasses of small optical 
value, or of no optical value whatsoever, as if a 
pair of glasses were a shield behind which a 
frightened mind might hide and, if greater protec- 
tion is needed, resort to tinted lenses. I suspect 
the general practitioner has much to bear from 
these characters. “Go back to your general phy- 
sician,” says the psychiatrically untutored spe- 
cialist. “Tell him your vision is normal and your 
eyes healthy. Maybe you need iron and vitamins.” 

A reason for the frequency of ocular neurotic 
symptoms may be found in the prominent part 
played by vision in the emotional life of mankind. 
Havelock Ellis believes that, in the selection of a 
sexual partner, vision is the supreme sense in man. 
Kinsey has recorded the matter statistically. In 
answer to his questions 72 per cent of the males 
studied, admitted sexual stimulation on seeing an 
attractive member of the opposite sex, 32 per cent 
of these a considerable stimulation. Of the females, 
58 per cent admitted such stimulation, 17 per cent 
of them a considerable stimulation. 

It is apparent from Kinsey’s work that sexual 
stimulation through visual means is not only ex- 
tremely common, but that some individuals are 
affected more than others. There is a sexual per- 
version known as voyeurism in which sexual stimu- 
lation and satisfaction are entirely visual, and in 
other respects there is complete impotence. There 
must, therefore, be all degrees of susceptibility. It 
may be that those who would normally derive much 
of their sexual satisfaction from visual sources are 
prone to ocular symptoms when neurotic. 

In our civilization where lip service is paid to a 
tradition of puritanism and every effort is made to 
evade it, mental conflict and guilt are inevitable for 
those who cannot make the necessary adjustment. 
Visual stimulation is the daily occurrence of ordi- 
nary living (Figure 2). Advertising art, commercial 
moving pictures and television programs present 
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Figure 2. Visual stimulation is the daily occurrence of ordinary 
living. 


the seductive female figure, the rugged masculine 
features and the inviting situation to millions. A 
somewhat smaller number see musical comedies, 
night club and burlesque shows. The newsstand and 
drug store displays include a high proportion of 
magazines and paper-back books specializing in “‘pin- 
up” girls. All this can be strong stuff for the guilt-in- 
clined neurotic with a tendency toward voyeurism. 

Not all ocular neurotic symptoms can be ex- 
plained in this manner. While many cases may 
result from the association of vision with neurotic 
anxiety the implication of the eyes may be on a 
more superficial level. Organic ocular disease and 
trauma, reading medical articles in popular maga- 
zines, and imitation of others may direct attention 
to the eyes when a neurotic character structure is 
present. 


Thoughts on Treatment 
It is much easier to speculate upon the nature 
and etiology of these mental states than it is to 


handle the patients who suffer from them. Above 
all, it is important to take the neurotic patient 
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seriously and, if not to hear him out to his talkative 
end, at least to accord him more time than is us- 
ually given for history-taking. It is unfair to accuse 
him of enjoying his suffering. The neurotic symp- 
toms represent attempts to escape neurotic anxiety, 
and the neurotic anxiety is the more painful. 

The examination must be not only thorough, but 
obviously so to the patient. This in itself allays the 
patient’s anxiety. It also rules out those organic 
conditions in which ocular symptoms and person- 
ality changes occur together, as in paresis, multiple 
sclerosis, arteriosclerosis and intracranial space- 
taking lesions. Actual ocular disease may occasion 
a severe neurotic reaction, and the organic disease 
must be recognized and treated while the patient’s 
mind is soothed. 

Common misinformation adds greatly to a neu- 
rotic’s anxiety, and in this matter the general 
practitioner can give comfort to these patients and 
aid to the ophthalmologist. A great many people 
are under the impression that eyes are easily 
“ruined.” They should be told that ruined eyes 
are not caused by lack of glasses, incorrect glasses, 
glasses in need of adjustment, excessive reading or 
work at close range, poor illumination, cheap sun 
glasses or television. 

Treatment and cure of organic ocular disease 
may enable the patient to regain the working emo- 
tional balance which is normally his. When, how- 
ever, neurotic symptoms persist after the cure of 
disease, or when no organic disease has been pres- 
ent, I try tomake it plain that the eyewash prescribed 
as a placebo or the change in glasses ‘required for 
optical reasons will increase comfort to a certain 
extent but will not touch the basic problem. Other- 
wise the neurotic concern with the eyes would be 
reinforced. 

Strecker has pointed out that competent psy- 


chiatrists are so few in proportion to the population 
that the majority of psychoneurotic and psychoso- 
matic patients must be handled by general practi- 
tioners and the nonpsychiatric specialists. Even if 
more psychiatrists were available, and their methods 
less expensive and less time-consuming, a great 
many patients would object to a psychiatric con- 
sultation. To them it is equivalent to being called a 
mental case and that always arouses considerable 
resentment. However, no objection is felt to being 
called “high strung,” or to being told that the 
basic problem is nervous tension. Such terms have 
an aura of gentility and suggest a great and noble 
mind struggling with overwhelming adversity. To 
the more intelligent patients some idea may be 
conveyed of how anxiety may cause the symptoms 
which in turn contribute to the anxiety. 

Nevertheless it should be clearly understood by 
all concerned that such tactics are only supportive 
and do not cure neuroses. With this aid some pa- 
tients are able to carry on their work fortified by 
the knowledge that despite discomfort it is safe to 
use their eyes. On the other hand, fear may con- 
tinue to paralyze activity, or the neurotic symptoms 
may be transferred to another part or function of 
the body. In my experience men find the genito- 
urinary tract a good candidate for transferral. 

The neurotic eye patient, characterized by a mul- 
tiplicity of symptoms and a suffering out of propor- 
tion to the structural changes that may be present, 
is a problem for physicians in many fields of medi- 
cine. A better understanding of the factors involved 
makes possible an increased sympathy for the pa- 
tient’s plight, and a greater cooperation between 
the physicians who must manage such patients 
jointly. 

A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


The Harmlessness of Fluoridation 


WHENEVER any new procedure is suggested there are 
always fanatics, quivering with instinctive horror at the 
notion of any alteration of the supposedly beneficent 
ways of nature. Opposition to fluoridation of the public 
water supplies is one of the most outstanding and irra- 
tional examples of this particular operation of the hu- 
man mind (although “mind” is probably not the appro- 
priate word for the actions involved). 

There is indeed no rational basis for any such sus- 
picion, but it has been so common a phenomenon that 


the U. S. Public Health Service has been justified in 
making a statistical study to see whether any fears are 
validated by experience. A recent analysis of mortality 
rates for maladies attributed to fluorine has shown that 
death rates for heart disease, cancer, intracranial le- 
sions, nephritis and cirrhosis of the liver are no higher 
in 32 cities using a public water supply containing 0.70 
or more ppm than in 32 control cities consuming water 
with 0.25 ppm or less of fluorine. 

It is hoped that these figures may be used as an effec- 
tive curb on the noisy fulminations of the antifluori- 
maniacs.—American Journal of Public Health, 44:1195, 
1954. 
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Scleroderma (Progressive Systemic Sclerosis) 


BY ROBERT J. GILSTON, M.D. 


USUALLY CLASSIFIED as a “‘diffuse collagen disorder,” 
scleroderma is without known cause. Etiologic sig- 
nificance has been proposed for: “stress,” endo- 
crine or metabolic dysfunction, emotional factors, 
allergy and infection. The incidence is highest in 
women, with the onset in middle life. Race is not a 
factor. Because there is often multiple system in- 
volvement, the term, progressive systemic sclerosis, 
is appropriate. 

In advanced stages there is epidermal and col- 
lagen atrophy, destruction of sweat glands and hair 
follicles, vascular sclerosis, abnormalities of pigmen- 
tation and calcinosis. The trophic skin becomes 
hard and waxy, and cannot be pinched into folds. 
It is hairless, smooth and dry. Sensory modalities 
may be diminished or lost. Pigmentary changes, in- 
cluding vitiligo, sometimes follow the distribution 
of peripheral nerves. Telangiectases appear and may 
become abundant. Ulceration follows vascular em- 
barrassment. 

The backs of the hands are involved early (the 
palms are usually spared). At first there is indura- 
tion and nonpitting edema, but with progressive 
atrophy, the unyielding skin fixes the fingers in a 
“claw-hand” deformity. Raynaud’s phenomenon is 
common, and goes rapidly to gangrene (Figure 2). 
Periarticular fibrosis, ectopic calcification, joint de- 
calcification, and reabsorption of the terminal phal- 
anges aggravate the manual disability (Figure 1). 
Except for the vascular changes, pain is not charac- 
teristic. 


Figure 1. Reabsorption of the distal phalanges, periarticu- 
lar decalcification and soft tissue calcinosis. 


The facial wrinkles and folds are lost; the nose 
becomes attenuated and shell-like; the furrowed 
lips lose all expression, and the eyes appear as slits. 
Fibrous attachments between skin and underlying 
bone pucker the chin, and give rise to an artifactious 
scar in the mid-line of the forehead. The eyelids are 
affected late in the course, when ectropion may 
occur. 

Any part of the gastrointestinal tract may be 
affected. but the commonest location is the lower 


esophagus. Esophageal lesions (possibly precancer- 
aie azeociated with dysphagia. 

The primary lung changes are cystic and fibrotic. 
Dyspnea is worsened by trophic changes in the 
thoracic wall. The esophageal malfunction is the 
basis for aspiration pneumonias. 

Myocardial fibrosis, pericarditis, arteritis and 
chronic cor pulmonale occur. The ECG frequently 
shows conduction defect. The cardiac silhouette is 
often triangular. 

Laboratory findings follow no pattern. There is 
usually a slight creatinuria and hyperglobulinemia. 

Compared to other collagen diseases, the prog- 
nosis is good. However, it is not unusual for sclero- 
derma, lupus erythematosus disseminatus and peri- 
arteritis nodosa to overlap. 

Treatment has been unsatisfactory. Protection of 
the fingers and toes from extremes of temperature, 
cervicodorsal sympathectomy and physiotherapy 
are helpful, but not curative. When employed early. 
cortisone may be useful. 


Figure 2. Vitiligo, gangrenous changes of Raynaud’s phenome- 
non, full and indurated finger pads, uninvolved palms. 


Medical Reading and Writing 


BY HUGH H. HUSSEY, M.D. 
Washington, D.C. 


The average physician has to work hard to keep up with his medical reading. 

The job is made a little easier by a well-organized journal club, by choosing some articles to scan 
and others to read thoroughly, and by keeping some kind of catalogue of what you've read. 

The job would be still easier if more medical articles were well written and illustrated. 


MEDICAL WRITING is the scientific stuff that people— 
usually physicians—try to get into print for other 
people—usually physicians—to read. So there are 
two groups concerned—the readers and the 
writers. You see then that there are, at the begin- 
ning, two points of view. 

It is like the story that Justice Connelly told, and 
that some of you may have read, if you read the 
New England Journal of Medicine. Justice Con- 
nelly’s story was about two men who were working 
on a farm, building a barn. At the time in question 
they were on a scaffold nailing boards to the side of 
the barn. The elder of the carpenters noticed that 
the younger man threw away as many nails as he 
used, and finally, not being able to contain his 
curiosity any longer, climbed down from the 
scaffold and looked at the nails. They looked all 
right to him, so he said, ‘‘Zeke, these nails are all 
right, why are you throwing them away?” Zeke 
said, ‘“They’re pointed the wrong way when I take 
them out of my pocket.” So the old man thought a 
moment, and then said, “Don’t throw them away, 


save them until we get around on the other side of 
the barn.” 

That pretty well represents the two points of 
view in medical writing and medical reading. The 
writers know what they want to do, but they can’t 
seem to do it in a way that fully satisfies the 
readers. And the readers are the more important 
people after all. I think of myself as a medical 
reader, and I believe that I have a right to talk to 
other medical readers like those who read GP. 


The Number of Medical Journals 


This talk is divided into three principal sections. 
The first is concerned with the fact that there is an 
enormous number of medical journals. You may 
not know the exact figure. I don’t, because it in- 
creases month by month, but there are several 
thousand medical journals. And there is a good 
reason for this. It is like the familiar picture—the 
spiral of inflation (Figure 1). They used to draw it 
in magazines sometime back, before things leveled 


society. This is the kind of journal that represents 
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off and prices stayed high all the time. In medical 
science, things are still inflating. The amount of 
knowledge that is ‘gained every year progresses 
geometrically not arithmetically, and there has to 
be some way of disseminating this knowledge. The 
task of dissemination rose, and the number of 
medical journals therefore rose too. 

This makes it hard on us readers, because we 
have a tremendous number of journals to choose 
from. Which ones are we going to pick? How are 
we going to get through all of the material, to ob- 
tain the information that we want? 

Right at the very start you strike a snag, because 


some journals are prescribed for you. You start off 
with the Journal of the AMA (most doctors now 
have rejoined the AMA after some hesitation on 
account of the dues situation) and as a member of 
the AMA you receive the Jeurnal. Also auto- 
matically, because they are members of their state 
and county societies, physicians receive periodicals 
from those sources. And then most physicians are 
members of some kind of special society—the 
internists have theirs, the surgeons have a number 
of special societies, and general practitioners have 
the Academy. From each of these special societies 
the physician members receive the “organ” of their 
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society. This is the kind of journal that represents 
the opinions of the society at the same time that it 
gives some medical information. Finally, of course, 
all doctors, I’m sure, receive those journals that are 
qualified by that nasty word “throw-away.” I say 
‘nasty word” because if you talk to the people who 
work on those journals, they resent it very much 
when you speak of their periodicals as “throw- 
_ aways.”” That term arose because so many of them 
began to arrive that a doctor got out of the habit of 
even taking the covers off. He just let them stack up 
for a while and then pushed them off the desk into 
a convenient receptacle. That was unfortunate be- 
cause these so-called “throw-aways” contain won- 
derful material, but it is the old story again—not 
enough time.” 

In spite of these ideas about journals that are 
prescribed and therefore, automatically available. 
most doctors get one or two additional journals. 
They are not satisfied with the ones they must re- 
ceive—they go out and choose one or two others. So 
if they were to make a stack of all their journals, as 
they usually do, it comes to a pretty high point 
above the desk. 

The fact that they do subscribe to these addi- 
tional journals, indicates quite clearly that the 
intentions of doctors, as readers, are good. They 
have the best intentions in the world—the kind that 
pave the well-known road. But how good are their 
accomplishments? How much of the material that 
accumulates during the course of a month do they 
try to assimilate? 

Of course, in the beginning, their task is made 
easier by the fact that some of the material they get 
is a repetition of information that has been printed 
before. You know how that is. A doctor gets in- 
terested in a certain phase of investigation—take, 
for example, Dr. Russek’s interest in the use of 
Dicumarol in the management of myocardial in- 
farction—to use or not to use. Dr. Russek has 
written about that in the J.A.M.A., in the Archives 
of Internal Medicine, in the New England Journal of 
Medicine, in the Annals of Internal Medicine, in the 
American Heart Journal, and in the Medical An- 
nals of the District of Columlia. Almost the same 
material appeared in each of those places. There 
was a little difference here and there, but the same 
thoughts kept coming through to the readers. 

You cannot blame an author for doing that. He 
has become an important figure, and he is asked 
around to give talks and, of course, wherever he 
gives a talk. they like to have his speech so that 
they can publish it. And he does have one or two 


new things to add each time, so there is justifi- 
cation for publication of similar material in many 
places. 

So, with these repetitions, the total reading ma- 
terial is somewhat reduced, but you have to go 
through it looking for new information. Also, the 
amount of fresh material that is offered every month 
is enormous. Your wife knows that. Every few 
months, when your stack of periodicals gets so big 
on the desk and she is having trouble moving them 
when she wants to dust, she will carry them up to 
the attic to be stored away. Of course, she runs the 
risk of getting a lumbosacral strain just from carry- 
ing the load of journals that have accumulated. You 
know how she talks. If she is like my wife, who takes 
care of all the finances in the family, when the notice 
comes along that it is time to send a check if you 
want to get a journal for another year (they threaten 
you a little in some of those renewal notices), she’l! 
say to you, “Do you want to get this journal again? 
You never take the cover off.”” And you say, “Of 
course I do, I need that. I’m going to read it later.” 

All joking aside, doctors in this country are vora- 
cious readers if we judge by the number of journals 
received each month. I hope I have implied that this 
is not entirely a safe way to judge. A better way to 
judge about it is to canvass a group of doctors. Go 
to them individually, catch them in a moment when 
they are off guard, and ask them, ‘How many hours 
a week do you spend at it?” They tell you and, if 
they look honest, you divide that by two, to assay 
what they read each week. Even when you do it 
that way, you find out that American doctors do a 
lot of reading. They go through this material— 
they are searching for information. 

So we may conclude that all doctors read, and 
they have the best purpose in the world for doing 
this reading. They are trying to keep up with an 
ever-spiraling accumulation of new thoughts and 
advances in Medicine. There is a great deal of varia- 
tion in the amount of reading, but all doctors do 
pretty well. 

This brings us to the second part of this talk 
about reading—how to do it more effectively and 
how to get more done. 


Getting More Out of Reading 


THE “JOURNAL CLUB” 


Of all the tricks that can be used to enable you 
to get more reading done and to get more benefit 
from what you read, I would give first choice to the 
“journal club.” The best journal clubs I know of are 
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two-man journal clubs. For a doctor who really 
wants to read, who wants to cover a certain content 
of the medical literature so as to stay abreast, the 
first step is to find another man having the same 
aspirations. They get together and cement a mutual 
obligation. Each of them is responsible for a definite 
assignment of reading (and reporting). Having that 
obligation, each to the other, they are more likely 
to get their reading done. You know how it is when 
your wife wants to go out in the evening and you 
want to stay home. If you two are the only ones con- 
cerned, the obligation to please your wife may not 
be strong enough—you are tired. On the other 
hand, if you have an engagement with another mar- 
ried couple or two, you are likely to fulfill the obli- 
gation—you go out—you have a good time when 
you do. So it is with reading if you unite with some 
other man or with a group of men who accept their 
mutual obligations. 


SPECIALIZATION 


Another thing that can be done is to specialize. 
This is for specialists only, you might think, but 
actually everyone can have some specialization in 
his reading. It doesn’t matter what kind of practice 
you are in. If you are one kind of specialist in prac- 
tice you may choose to be another kind in reading. 
For example, a few years ago I suddenly tumbled to 
the fact that I was missing some good information 
because I was sticking entirely to internal medicine 
journals. The man with whom I had a two-man jour- 
nal club agreed with me that we were missing things, 
so each of us took a surgical journal. We became 
specialists in those surgical journals, as it were. It 
was good for us, because the surgeons write some 
amazingly good stuff in their own journals, and it 
is right for an internist to know about some of those 
things. 


SCANNING 


A third method you can use is to scan. You can 
go through a large number of articles if you set your 
mind to do it by simply reading a gist, if there is 
one at the start of an article, or by reading the sum- 
mary, if there is one at the end of the article. Other- 
wise you look through all of the article quickly to 
see whether or not there is information you need. 
Perhaps you pick up a point or two from each scan- 
ning. As a matter of fact, if you’re doing this seri- 
ously, you should set aside a period for scanning 
and another period for reading those articles that 
you decide are worth reading completely after you’ve 
scanned them. 
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SAVING 


A fourth technique for increasing the effectiveness 
of your reading is to save the periodicals. Most doc- 
tors do that. They let the journals accumulate. This 
technique carries some risk because your house soon 
needs to be enlarged, or at least the building of ad- 
ditional shelves. 

This business of saving, of course, implies that 
you are going back and refer to the material. It 
doesn’t do any good otherwise. And for that you 
need a stimulus. 

There are two kinds of stimuli that every reader 
should adopt. One is the attitude toward your pa- 
tients that there may be something about their ill- 
nesses that you don’t know completely. If you have 
that attitude, from time to time you will consult 
the journals you have accumulated. This implies a 
strong interest in patients, a willingness to read 
about a patient’s illness in the medical writings that 
you’ve saved. 

The other stimulus to retrospective reading of 
this kind is a teaching obligation. You know how 
it is if you are obliged to give a talk before your 
county society. Unless it is a field in which you are 
truly expert, you won’t talk off the cuff. You'll read 
about the subject before you deliver your address. 
Or if you’re working in a hospital clinic and there 
is an especially sharp intern who asks what you 
think about the importance of restricting choles- 
terol in the management of atherosclerosis, you, 
doctor, have received a stimulus. The chances are 
that your thoughts are a bit dim on the subject, 
and for the moment you may choose to do a little 
adroit stalling. Later, if you accept the intern’s 
question as a stimulus, you will read through some 
of the material you have been saving on that par- 
ticular subject. 

This brings us to another question—one of vital 
interest to everyone, including doctors’ wives again. 
How long do you save journals? Really that de- 
pends upon whether or not you are going to use 
what you’ve saved. By and large, after a certain 
number of years, the periodicals you have accumu- 
lated are not going to be of much use to you, and 
since space is a factor, you have to start getting rid 
of them. For most physicians, ten years is long 
enough to save journals. Medical literature tends 
to turn over about every ten to 15 years, so if you 
get rid of ones that are past ten years old, you’re 
fairly safe. When you do discard a bundle of 
journals, don’t let them be destroyed. Medical li- 
braries need them. 


Saving medical journals has one other unfortu- 
nate aspect. That is the problem of how to find 
what you want among the material you have saved. 
You have an array of periodicals stored on shelves 
and you know what it is you want to find, but how 
do you go about finding it? 

Sometimes, of course, you can recall that an ar- 
ticle was published in a certain journal. But how 
long ago? Then you can go back through the in- 
dexes of that journal until you find the article in 
question. That is laborious. 

The other solution, however, is hard to sell to 
most practicing physicians. It consists of making 
some kind of catalogue of the material you are sav- 
ing. The easiest ‘technique is to ask your secretary 
(or your wife) to make a card for each article that 
you check in the journals. Of course, you check 
the ones that you think you may want to look at 
again sometime in the future. The card shows the 
name of the article, the journal, the volume and 
year, etc. It is like a library card. Then you have to 
catalogue or file the cards so that you can find them 
again. 

My advice is not to build a subject index file. I 
think that is beyond the ability of most physicians. 
You will get along better if you use some simple 
code technique. You could use the code that is 
available in the Standard Nomenclature of Diseases 
and Operations. For example, if an article were con- 
cerned with rheumatic fever, the card for that article 
would be numbered ‘010-932”—a code number 
obtained from the Standard Nomenclature. The 
cards are then filed by number. When you want to 
find something, it’s a simple matter to consult the 


book for the proper number. 


What Writers Can Do for Readers 


The third part of this essay entails a consideration 
of what writers can do to make our task as readers 
easier. I am convinced that they can do a great deal. 

First of all, there is a matter of style. Style is a 
hard thing to define. It is a word we use all the 
time, with various connotations. However, I think 
vou understand what I mean by style. 

Most medical writers are not professionals. Writ- 
ing is a side line; the practice of Medicine, in one 
or another sphere, is their profession. Some of them 
are competent. They come by their talent naturally 
and by reason of education. They have facility of 
expression. Others have no talent; they. write in a 
style that is not pleasant. Of course, editing helps 
that somewhat. The editor who works over a poor 


manuscript can make it fairly presentable, but i: 
never hides the lack of talent completely. It is lik« 
trying to hide a day’s growth of beard with talcum 
powder. You cannot do it. It may look all right ai 
a distance, but when you get up close, the beard 
shows through. 

When a writer has little or no talent (and he 
should recognize that himself) but still has an im- 
portant message, he needs a ghost writer. He 
needs someone who will take the material, as he 
intends to offer it for reading, and work it over in 
a style that will be more readable. 

One trouble that doctors have in their writing— 
and it is an insidious trouble—is that they write 
“up.” For example, a doctor may express himself 
with great facility in talking to his fellow doctors. 
When he writes a letter to his wife or to a friend, 
it may have a nice flow of language. But when it 
comes to writing something for publication in a 
monthly periodical, he has the impression that he 
is writing it “up,” and that “up” is the bad part 
of it. He loses his easy way of expressing himself 
and tries to sound as though he had something 
bigger than it really is. He tries to use words that 
are big in the sense of being long. Also, if he is a 
specialist, he uses words that are not comprehen- 
sible to people outside of his specialty, even though 
he may be directing his message to all doctors. You 
know how a psychiatrist can do that to us. Some 
psychiatric articles have words that you just don’t 
understand at all. You may be able to get a glimmer 
of understanding from the context, but not full 
comprehension. 

So a doctor who has some talent and who starts 
writing could do a better job for us readers if he 
were just plain and simple and easy about it. You’ve 
read doctors who can write that way—men like 
Fuller Albright and Walter Alvarez. Also, a doctor 
who wants to write better can improve style by 
carefully reading material that is artfully written. 
That is only common sense. If he has a critic— 
that helps too. 

Second in the list of things that writers can do 
for readers, they can be briefer than they are at 
present. Unnecessary padding is not good when you 
are presenting something scientific. You want the 
readers to get your message promptly. It is hard to 
convince writers of that. They still pad their ar- 
ticles with bibliographic reviews that are not really 
necessary because often a similar review was pub- 
lished a few months ago. Often when an editor 
pleads with an author to shorten an article, it 
isn’t because there is no space in the journal. 
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There would be space if all of the article were 
necessary. 

Written case reports especially tend to be too 
long. Usually such a report can be boiled down to 
a few pertinent facts. A case report, in most in- 
stances, is a kind of nail on which to hang some- 
thing. You’re going to make a point by presenting 
the case. So don’t make the case presentation the 
overwhelming thing in the essay. Make it brief 
and snappy. 

It is a good idea when a manuscript is finished, 
to let some unbiased critic look at it and decide 
where it can be cut. If it still seems too long, it 
would be better to make it into two articles. 

Authors can do one other thing for us readers. 
They can think about illustrating their articles. 
I don’t mean that authors should be expected to 
devise illustrations, but they should be prepared 
to offer suggestions to professional illustrators. 
My idea of a good medical article is one in which, 
by looking through it, I can get the main points 
by seeing a series of illustrations and reading the 
summary. Then if it is a subject in which I am 
especially interested, I can read the whole article. 

Various kinds of illustrations are in order. The 
author can use pictures—good pictures that tell 
stories. He should try to use charts instead of 
tables. Big tabular presentations always give readers 
dismay. As a matter of fact, unless the reader is 
very much interested, he doesn’t look at tables. 


A chart—a good one designed by a professional— 
will give a story at a glance. As a matter of fact, 
if you happen to turn to that page, you get the 
message whether you want it or not. You may not 
want it, and then you have to turn the page fast 
to escape it. 

Finally, authors can use another device that they 
haven’t used often enough. They can use illustra- 
tions that are designed only as eye-catchers. These 
serve a very useful purpose. This type of illustra- 
tion can be in the form of a cartoon or a simple 
diagram. All good magazines use eye-catchers, 
and medical journals should use more of them. 
After all, medical journals are competing for readers 
with Time and Life and science fiction stories and 
the evening paper and all sorts of other material 
that the doctor wants to read. 

One of the first times I ever thought about eye- 
catchers was in an article by Fuller Albright. It 
appeared some years ago in the Journal of Clinical 
Endocrinology. This article had, at the end, a picture 
that instantly arrested my attention. Up to that 
point, in scanning the article, I had had no in- 
tention of reading it. But that picture stopped me. 
I suppose the author put it at the very end just 
for people like me. If so, he accomplished his pur- 
pose. I went back to the beginning and read every 
word, and enjoyed it too. Anyway, here is Dr. 
Albright’s eye-catcher, reproduced from the Journal 


of Clinical Endocrinology for August, 1948 (Figure 2). 


Figure 2. An example of an eye-catcher. Dr. Albright’s original caption read: ‘Fig. 8. Two ways of killing a cat. At the Massa- 


chusetts General Hospital we prefer ‘A’.” 
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Gastroducdenal Ulcers 
in Childhood 


BY W. E. HENRICKSON, M.D. 
Poplar Bluff, Missouri 


Peptic ulcer, both gastric and duodenal, 

is by no means rare in infancy and childhood. 

The most important etiologic factor is emotional 
disturbance, usually caused by stressful family situations. 
The symptoms and signs are similar to those 

of the adult form of the disease. Treatment should 
include investigation and relief of the factors 

in the child’s life that cause emotional stress. 


UNTIL FAIRLY RECENTLY, childhood peptic ulcer was 
regarded almost as a curiosity. Recent evidence has 
indicated that this ailment is not nearly so rare as 
was previously believed, and that it must be con- 
sidered in the differential diagnosis of abdominal 
conditions in infancy and childhood. The apparent 
increase in the incidence of childhood peptic ulcer 
is probably due to an increased awareness of the 
disease and to more adequate diagnosis. 


Incidence 


The variation in medical opinion concerning the 
incidence of childhood peptic ulcer is perhaps ex- 
plainable on the following basis: 


1. Most physicians have not been in the habit of 
considering peptic ulcer when confronted with ab- 
dominal complaints in infants and children. 

2. The symptomatology of peptic ulcer in infancy 
and childhood, in some instances, differs from the 
symptomatology of the disease in adults. 

3. Perhaps a combination of the first two reasons 
may help explain the apparent low incidence of 
childhood peptic ulcer. Thus, the disease is not al- 
ways considered in differential diagnosis; the symp- 
toms, particularly if they are atypical, are explained 
away on some other basis. For example, a child 
complaining of abdominal pain may be thought to 
have colic or mesenteric lymphadenitis. 

A review of the literature indicates that peptic 
ulcer of childhood is far more common than was pre- 
viously recognized. 

One author, on the basis of autopsy findings, 
concluded that there are probably 50,000 children 
between 1 and 6 years of age with subclinical gastric 
ulcer. Two other investigators observed 35 infants 
and children with clinical and x-ray signs of peptic 
ulcer within a period of one year. 


Etiology 


Just as emotional factors are important in the 
causation of adult peptic ulcer,they play a promi- 
nent role in the etiology of peptic ulcer in children. 
The typical candidate for childhood peptic ulcer 
has been described as a “tense, bright youngster,” 
usually characterized by his parents as “‘nervous.” 
He lacks emotional lability and tends to keep his 
emotions repressed. 

The importance of emotional factors is well illus- 
trated by the case of an 8-year-old white boy ad- 
mitted with a history of having awakened at night 
and vomited bright red blood. The history in- 
dicated serious parental incompatibility and a poor 
adjustment to the family situation on the part of the 
child. In a series of six cases of peptic ulcer re- 
ported in school children by a practitioner in a 
small town, seriously disturbed family situations 
were found in every case. 

Childhood peptic ulcer has also been found to be 
secondary to various diseases, including maternal 
syphilis, central nervous system disease, respiratory 
system disease, medulloblastoma of the cerebellar 
vermis, congenital diaphragmatic hernia, Mongol- 
ism, tuberculosis of the spine, brain abscess, bron- 
chial asthma, splenomegaly, congenital hydro- 
cephalus, drug reaction and cystic fibrosis of the 
pancreas. 
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Symptomatology 


In infants, the first symptom of peptic ulcer may 
be the vomiting of blood. In older children, pain, 
vomiting and constipation are the usual presenting 
symptoms. There may also be abdominal discom- 
fort similar to that observed in adults with peptic 
ulcer. Periodicity of pain, night pain and relief by 
sodium bicarbonate or milk are found in childhood 
peptic ulcer, just as they are in adult peptic ulcer. 
Persistent abdominal pain may be experienced, 
usually referred to the umbilicus. Some children 
awaken at night because of the pain or complain of 
discomfort early in the morning. Evening pains be- 
fore bedtime and pain before meals are fairly com- 
mon. In some children, vomiting is recurrent. It 
may begin during the night and awaken them. Oc- 
cult blood may be found in the stools. 

Almost any of the symptoms above listed occur 
in other childhood ailments, such as colic, acute 
appendicitis, mesenteric lymphadenitis, constipa- 
tion, pylorospasm, intestinal parasitism and liver 
disease. Unless the physician specifically considers 
peptic ulcer when one or more of the above symp- 
toms are presented, he is quite likely to explain away 
the symptoms on the basis of some other ailment. 

In the case of the author’s patient, the child had 
eaten nothing for supper the evening before he suf- 
fered from his hemorrhage, because of nausea. On 
the morning of the day of admission, he had passed 
black stools. He had had several attacks of epigastric 
pain during the previous three years, although he 
had never vomited blood before. 


Diagnosis and Treatment 


X-ray and fluoroscopic examination are of great 
importance in diagnosis of childhood peptic ulcer. 
During fluoroscopic examination, most children 
with duodenal ulcer point directly to the duodenal 
bulb as the site of pain. Deep palpation over this 
area demonstrates pronounced tenderness. Roent- 
genologic signs of. duodenal ulcer in children in- 
clude pylorospasm, deformity of the duodenal bulb, 
folds radiating toward a crater, and a niche with a 
radiolucent zone surrounding it. It is important to 
take enough spot films so that fold views and mu- 
cosal relief views of every portion of the stomach 
and duodenum will be obtained. Spot films of the 
duodenum are especially important since this is the 
most common site of childhood peptic ulcer. 

Diagnosis of peptic ulcer in childhood is never 


GP « December, 1954 


fully justified unless there has been visualization of 
the ulcer niche by x-ray, surgery or at autopsy. 
Duration of symptoms for a minimum period of one 
month has been emphasized as essential for diag- 
nosis. 

In the boy mentioned heretofore, diagnosis was 
provided by x-ray studies carried out the second 
day after admission. The upper gastrointestinal 
tract revealed a crater in the duodenal cap about 
0.7 cm. in diameter. The stomach appeared normal, 
and the emptying time of the stomach was normal. 
There was pronounced pain and tenderness in the 
epigastrium. There was no abdominal rigidity. 

Treatment of peptic ulcer in children is quite 
similar to that of the adult disease. Obviously, per- 
forated peptic ulcer warrants prompt surgical in- 
tervention. In unperforated peptic ulcer without 
bleeding, a bland diet is effective, with milk given 
in the evening before retiring and between meals. 
Aluminum hydroxide and Banthine are also useful. 

The child previously mentioned was placed at 
absolute bed rest and the stomach gavaged with 
normal saline. A polyvinyl tube with an inside di- 
ameter of 2 mm. was passed into his stomach 
through the nose and the patient was given Susta- 
gen. This material, which provided the entire daily 
requirement of protein, fat, carbohydrate and min- 
erals, was given by continuous drip through the 
tubing in amounts supplying 1,200 calories daily. 

The child was also given vitamin K, 5 mg. daily, 
Pro-Banthine, 15 mg. every six hours, and Kolantyl, 
2 teaspoonfuls three times a day, plus ascorbic acid 
and a polyvitamin mixture. He made a steady im- 
provement, although tarry stools continued for 
several days. Continuous drip feeding of Sustagen 
was discontinued after 12 days. At this time the 
child was placed on a bland diet, and Probanthine 
and Kolantyl were continued. Approximately one 
month after admission, x-ray studies of the upper 
gastrointestinal tract revealed that the crater in the 
duodenum was smaller. Thirty-seven days after 
admission, he was permitted to go home on a bland 
diet. Progress since that time has been uneventful 
with no recurrence of pain, vomiting or tarry stools. 

In order to improve the home situation, the re- 
lationship of the disturbed family situation to the 
child’s ailment was discussed with the parents. 
They were fairly cooperative. Relief of such dis- 
turbances is essential if recurrences of childhood 
peptic ulcer are to be prevented. 

A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 
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Paget's Disease 
(Osteitis Deformans) 


BY SOL KATZ, M.D. 


PAGET’S DISEASE is a chronic disease of bone of un- 
known etiology occurring in middle or late life and 
characterized by progressive deformities in the 
skull, pelvis, spine and long bones. 

The basic changes are a thickening and bowing 
of the shafts of the long bones, especially of the 
lower extremities, and a thickening of the skull. 
Occasionally, the process may be localized to one 
bone. The pathologic process is one of simultaneous 
bone absorption and deposition. The bone cannot 
tolerate normal stresses, resulting in an increase 
curvature as well as pathologic fractures. There is 
often collapse of several vertebral bodies resulting 
in varying degrees of kyphosis. 

The condition may be entirely asymptomatic and 
discovered as an incidental finding, or the patient 
may have observed an insidious enlargement of his 
head, “tbowleggedness” or a stooped back. Others 
complain of backache, pain in the lower extremities 
resembling arthritis, deafness and fatigue. Com- 
pression of the spinal cord may result in spastic 


paraplegia. High output heart failure may result 
from physiologic arteriovenous fistulas present in 
the bones. 

The appearance of patients with Paget’s disease 
is rather characteristic. The head appears huge 
and much too large for the rest of the body or the 
relatively small face. The head is dropped forward 
and there is a dorsal kyphosis. The chest is barrel- 
shaped, the clavicles bowed forward, the lumbar 
vertebrae flexed, the femurs bowed outward and 
forward, and the tibiae are convex anteriorly. Be- 
cause the arms are given an exaggerated length by 
the shortened torso, this posture bears a fanciful 
resemblance to that of an anthropoid ape. 

The precise diagnosis of osteitis deformans is 
based on the typical roentgen appearance of the 
involved bones. The skull bones are greatly thick- 
ened and there is obliteration of the sutures and 
vascular grooves. Throughout the thickened cal- 
varium there are fuzzy areas of decreased density 
giving the bones a “wooly” appearance. The con- 
tour of the inner table remains clear while identifica- 
tion of the external table becomes difficult. The 
bones of the face are involved infrequently. How- 
ever, the bones of the base of the skull may show 
typical changes. Localized areas of mottled rare- 
faction (osteoporosis circumscripta) may be the 
only roentgen evidence of skull involvement. 

The long bones of the lower extremities show 
thickening of the cortex and an increase in their 
normal curvature with bowing on the side opposite 
to the largest mass of muscle. The cortex is blurred 
and fluffy with a loss of definition between cortex- 
medulla. This nonhomogeneous appearance is due 
to mingling of areas of osteoporosis, osteosclerosis 
and cystic rarefaction. Osteitis deformans occurs 
much less frequently in the upper extremity. 

The bones of the pelvis are the most frequently 
affected site and show marked increase in density 
intermingled with areas of osteoporosis. 

The bodies of the vertebrae show an increased 
density because the cancellous bone is replaced by 
new bone. The discs are well preserved. 

In addition to pathologic fractures, cranial nerve 
pressure, urinary calculi and sarcomatous degen- 
eration are complications. 

The values of serum calcium and phosphorus 
are normal but the alkaline phosphatase is often 
strikingly elevated. A rough correlation exists be- 
tween the extent of the disease and the elevation 
of the serum alkaline phosphatase. 
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The pictures are from a case of advanced Paget's disease. 
There is marked thickening of the bones. The skull has a woolly 
appearance. The tibias show anterior bowing. All of these 
changes are due to an intermingling of osteoporosis, osteo- 
sclerosis and cystic rarefaction. 
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Practical Therapeutics 


The Therapeutic Use of Radioactive Isotopes 


BY B. V. A. LOW-BEER, M. D. 


Professor of Radiology 
University of California School of Medicine 
San Francisco, California 


WHEN IN 1934 artificial radioactivity was discov- 
ered, very few physicians foresaw the potentialities 
of this discovery in the field of nuclear physics for 
clinical diagnosis and therapy. In the ensuing 20 
years, however, radioisotopes have proven to be in- 
valuable tools for investigation and diagnosis of 
pathologic conditions (thyroid disorders, cardio- 
vascular diseases, anemias, tumor localization), as 
well as effective means for the treatment of certain 
diseases. 

Up to the end of World War II, radioisotopes 
were produced only in cyclotrons, in small amounts, 
so that they could be made available to a very lim- 
ited number of investigators. Since the end of the 
war, however, radioisotopes may be produced in 
chain-reacting piles, and the Atomic Energy Com- 
mission sponsors an extensive medical program to 
provide radioisotopes for clinical use. The origi- 
nally strict regulations governing distribution of 
radioisotopes have been relaxed to such an extent 
that specially qualified physicians may procure 
them, not only for use in hospitals, but for private 
office use also. Today radioisotopes are so well es- 
tablished as a part of clinical practice that patients 
expect, and many physicians urge the provision of 
facilities for their use in any average size hospital 
(Figures 4, 5, 6). 

Radioactive isotopes may be considered as drugs 
whose effect is due to ionization produced by radi- 
ation emitted from disintegrating atoms. The effect 
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on tissues is similar to that produced by x-rays and 
radium. The therapeutic use of radioisotopes is ob- 
viously a part of the specialty of radiation therapy. 

This review will include only accepted therapeutic 
applications of radioisotopes. However, in addition 
to these, there are many experimental procedures 
which are not within the scope of this discussion. 

There are several hundred known radioactive iso- 
topes, but so far only very few of them have attained 
significance as therapeutic agents. These are iodine, 
phosphorus, gold, strontium, cobalt, and to a lesser 
extent, sodium, yttrium and iridium. 

There are four avenues for the therapeutic ad- 
ministration of radioisotopes: 


1. Internal 

2. External 
a. Contact therapy 
b. Teletherapy 

3. Intracavitary 

4. Interstitial 


1. Internal Administration of Radioisotopes 


When radioisotopes are used internally in the 
form of soluble compounds, their therapeutic effect 
depends on the biochemical role of the radioactive 
element or compound. Tissues, organs and organ 
systems concentrate metabolites selectively in ac- 
cordance with their requirements, and irrespective 
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GLOSSARY 


Tue atom. The basic unit of matter, the atom, is 
popularly conceived as consisting of a small massive 
nucleus surrounded by a very light shell. The nucleus 
is supposed to consist of individual particles called 
neutrons and protons, while the shell consists of much 
smaller particles—the electrons. The electrons are 
supposed to whirl around the nucleus at various dis- 
tances. Modern nuclear physicists consider this con- 
cept of the atom as an antiquated, mechanical model 
of the unit of matter. Modern nuclear physics has 
taught us that we cannot recognize and draw a valid 
picture of the basic units of matter as though they 
were billiard balls or marbles. But even recognizing 
that matter is much more complex and nature much 
more involved, yet, for our purposes, to visualize an 
atom as a tiny solar system serves our purposes quite 
well (Figure 1). 


The Solar System 


100,000,000,000 


0.000,000,000,01 


The Fluorine Atom 


Figure 1. Pictorial visualization of the atom in 
comparison with the solar system. 


What is important for us to understand is that the 
number of positive charges in the nucleus of an atom 
determines the chemical nature of the atom and its 
classification as an element, and that these positive 
charges of the central mass hold equal numbers of 
negative charges in equilibrium in the shell. The 
charges are expressed numerically as is the mass of the 
atom—the charge as a subscript, the mass as a super- 
script, left and right respectively, of the symbol of the 
atom. For example: 

,H'—Hydrogen; s;0'—Oxygen; 16P*'—Phosphorus 

Raproactiviry. This is a physical phenomenon due to 
the disturbance of the stability of atomic nuclei. 
There is a disproportion in the constituents of the 
atomic nucleus in a radioactive atom, as far as their 
mass-energy relationship is concerned. Nature’s ef- 
fort to overcome this disproportion results in expulsion 
of some tiny particles from the nucleus and emission 
of energy. Ejected particles and the emitted energy 
appear as radiation. Radioactivity is a natural phe- 
nomenon, but man has succeeded in making stable 
atoms artificially unstable and thus radioactive. 

The radiations emitted by natural and artificial 
radioactive atoms are designated as alpha particles 
and beta particles, and gamma rays. Alpha and beta 
radiation are particulate-matter radiations, while 
gamma radiation is like x-rays or visible, ultraviolet 
and infrared light and is considered as wave radia- 


tions. However, this differentiation is only arbitrary. 
The energy of these radiations is expressed in electron 
volts. By definition, one electron volt is that amount 
of energy gained by an electron in passing through a 
potential difference of one volt. The larger units are 
usually used—Kev for thousand or kilo electron 
volts; Mev for million electron volts. 

Isoropes. The term “isotope” means that in an 
aggregate of atoms, some have a lighter, others a 
heavier mass, but do not differ in their chemical be- 
havior. The word originates from the Greek, and it 
is a composite one—“‘isos” meaning same and “topos” 
meaning place. They take the same place chemically. 
The existence of isotopy of atoms of elements was 
first considered in 1880 and was proved in 1911 
(Figure 2). 

WHAT ARE ISOTOPES 


ISOTOPES ARE ATOMS OF AN ELEMENT 
DISTINGUISHABLE BY THEIR WEIGHT 


Figure 2. Isotope of carbon atoms. 


Hatr-ure. The term “half-life” of a radioactive ele- 
ment means that in an aggregate of radioactive atoms, 
half of the atoms have “died away” by a certain time. 
The half-life is very important for identification of 
radioactive elements. There is no definite time when 
one particular atom will disintegrate, that is, will 
emit its radiation and change from an unstable into a 
stable atom. The disintegration of a particular radio- 
active atom is an at-random phenomenon; thus, the 
term “half-life” is a statistical one. The average or 
mean life of a radioactive element is 1.45 x the half- 
life (Figure 3). 


THE MEANING OF HALF-LIFE 
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Figure 3. Explanation of half-life. 
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Curte. The curie is the unit of radioactivity and is 
designated as that amount of a radioactive element 
that emits 3.72 x 10" particles per second. Fractions 
of this unit are: Millicurie (mc)—3.72 x 10’ disinte- 
grations per second; Microcurie (uc)=3.72 x 10‘ 
disintegrations per second. 
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of the radioactive properties of the metabolite. Thus 
a therapeutic effect can be attained if a tissue is 
capable of concentrating a particular radioisotope 
in adequate amounts to deliver the desired dose of 
radiation. This fact, while it opens the way to em- 
ploying a number of metabolites in radioactive form 
as therapeutic agents, at the same time accounts for 
certain limitations in the use of these particular 
materials. 

For example, if the difference in concentration of 
a radioactive substance in normal and in pathologic 
tissue is small, it may be impossible to deliver a 
radiation dose sufficient to destroy pathologic tis- 
sue without undue damage to normal tissue. An in- 
ternally administered radioactive element must ful- 
fill certain conditions in order to be useful thera- 
peutically : 

1. The element must be nontoxic in the amounts 
which are to be used. 

2. The element must be selectively concentrated in 
the pathologic tissue in a minimum ratio of 4:1 as 
compared with normal tissue. 

3. The radioactive material must be readily avail- 
able in high specific activities. 

4. The period during which the atoms remain radi- 
oactive must not be too long or too short; in no case may 
the half-life be shorter than ten hours or longer than 
40 to 50 days. 

Radioactive iodine and radioactive phosphorus 
fulfill these requirements. 


IoDINE 


There are ten known radioactive isotopes of the 
element iodine. The stable element is s3I'”. Of the 
ten radioactive isotopes, ss3I'*" (half-life, eight days) 
is the one generally used in clinical practice. The 
radiation emitted in the disintegration of I'*! con- 
sists of beta particles and gamma rays. Effective ra- 
diations in the organ of deposition are the beta par- 
ticles. It has long been known that x-rays and 
radium are appropriate treatment methods for cer- 
tain thyroid disorders, including various forms of 
thyrotoxicosis and some cases of thyroid carcinoma. 

Iodine is a completely organ-bound metabolite 
which is concentrated selectively in the thyroid 
gland in accordance with the gland’s requirement 
for this element. Thus the administration of radio- 
active iodine constitutes a method of bringing ther- 
apeutic amounts of radiation to the thyroid gland 
at the same time that its physiologic demand for 
iodine is being satisfied. 

The advantages of internal irradiation with I" 
over external irradiation with x-rays or radium are 
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Figure 4. Isotope shipments from Oak Ridge National Laboratory 
from 1946 to 1953. 


AUGUST 2, 1946—DECEMBER 31, 1953 (7/2 YEARS) 


Figure 5. Radioisotopes shipped for medical use from Oak Ridge 
National Laboratory. 


Figure 6. Medical radioisotope users in U. S. A. 


RADIOISOTOPE USERS BY STATES 
AUGUST 2, 1946—DECEMBER 31, 1953 
(7% Years) 
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BASAL METABOLIC RATES IN 18 PATIENTS TREATED WITH 
RADIOIODI 


NE (131) 


Figure 7. BMR changes in 18 out of a group of 25 patients suc- 
cessfully treated with I™, 


the simplicity and economy of administration and 
the absence of skin reaction. The disadvantages of 
I'*' therapy are the same as those associated with 
external irradiation; namely, occasional temporary 
acute exacerbation of the disease, and occasional 
production of hypothyroidism. 

Hyperthyroidism. The first treatment of hyper- 


Figure 8. PBI changes in 18 out of 25 patients successfully 
treated with I™ (same as in Figure 7). 
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thyroidism with I'*! was attempted in 1941. Not un- 
til after World War II, however, has I therapy 
become widely accepted. Today the literature 
contains many thousands of reports of successful 
treatment of hyperfunctional thyroid disorders 
with 

I'*' therapy of hyperthyroidism is preceded by 
determination of thyroid function measured by the 
avidity of the thyroid gland to concentrate iodine. 
The usual procedure is to administer orally from 5 
to 10 uc I'*' when the measuring instrument is a 
scintillation counter, or 150 to 200 ye I when a 
Geiger-Muller Counter is used. By means of surface 
measurements over the neck at various intervals 
after the administration of a test dose, the percent- 
age of concentration of the administered iodine in 
the thyroid is determined. In addition, other labo- 
ratory tests, specifically PBI, BMR, blood choles- 
terol and in some centers kidney clearance of I", 
are carried out. It must be realized that the clinical 
manifestation of the disease is still the most im- 
portant guide in deciding on treatment. 

A therapeutic dose of I'* is generally 120 yc per 
estimated gram of thyroid tissue. The problem of 
dosage is complicated chiefly by the difficulty of 
correctly estimating thyroid size. In the vast ma- 
jority of cases, one dose of I'*! is sufficient to control 
the disease. In some cases, notably of toxic nodular 
goiter, two or more courses of treatment may be 
required. It would seem inadvisable to force treat- 
ment beyond three courses in any case. 

I'*’ treatment is effective in about 85 per cent to 
90 per cent of the patients with Graves’ disease or 
diffuse thyrotoxic goiter. Determination of I'* up- 
take, PBI, BMR and blood cholesterol after the 
treatment course are important laboratory guides in 
determining effectiveness of I'*! therapy. These 
tests should be carried out not earlier than four 
weeks after I'*' therapy and preferably repeated 
after two or three months (Figures 7, 8). 

It must be borne in mind that radiation treatment 
is only one method of attacking the problem of hy- 
perfunctional thyroid disease. The choice of medi- 
cal, surgical or radiologic management of the patient 
depends on proper selection of the case. In many 
centers I'*! js not used in the treatment of children, 
or indeed, of adults below the age of 40 years. This 
is a precaution based on the hypothetical danger of 
development of radiation carcinoma, a danger 
which, in fact, has never been established. It is gen- 
erally accepted that nodular goiter, particularly 
with a single nodule, should be treated surgically 
rather than medically or radiologically. 
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Thyroid Cancer. Treatment of thyroid carcinoma 
is primarily surgical. The use of radioiodine in thy- 
roid carcinoma is limited to postoperative treatment 
of that very small percentage of cases where any 
remaining carcinomatous tissue (local or metastatic) 
displays thyroid function—i.e., is capable of con- 
centrating iodine to an extent sufficient to permit 
the delivery of an adequate radiation dose. 

In a patient with thyroid carcinoma, up to 2 mc 
I'*' is used for determination of iodine uptake. 
Therapeutic doses vary from 50 to 100 mc I'*! and 
are repeated up to six times at monthly intervals. 
The purpose of such large doses is two-fold. First, 
it destroys any remaining normal thyroid tissue, 
and second, it delivers adequate radiation doses to 
destroy carcinomatous tissue. 

It has been found that destruction of all normal 
thyroid tissue to the extent of producing profound 
myxedema may result in differentiation of previous- 
ly nonfunctioning thyroid carcinoma metastases, 
which then become amenable to I'*! therapy. Other 
means of stimulating function in nonfunctioning 
thyroid tissue, such as thiouracil and TSH have 
been employed, always with the purpose of render- 
ing such nonfunctioning tissue subject to the effect 
of I'*!, Such attempts to stimulate function in car- 
cinomatous tissue have been unavailing with very 
few exceptions. 

Definite improvement following I'*!. shown by 
tumor regression, has been reported by a number 
of investigators. In no case, however, has I'*! treat- 
ment resulted in eradication of the disease. One 
must also realize that treatment with large doses of 
I! will inevitably produce profound myxedema 
and severe though temporary depression of hema- 
topoiesis. In general, it may be stated that I'*! treat- 
ment of cancer of the thyroid is far from being an 
unqualified success. 

I! in Cardiac Disease. In the past five years, 
radioactive iodine has been used to alleviate symp- 
toms in angina pectoris and congestive heart failure. 
Up to date, more than 850 patients have thus been 
treated. Doses varying from 5 to 25 mc in a single 
dose have been used up to a total dose of 30 to 60 
me. According to reports, in some instances radio- 
iodine treatment is preceded by administration of 
propylthiouracil, 400 to 600 milligrams daily for a 
period of four weeks, followed by an interval of 
three to six days after which radioiodine uptake 
studies are carried out. This is followed by the ad- 
ministration of 7 to 10 mc I'*!. This dose is repeated 
after a one-month interval. 

The apparent rationale of the treatment is to 
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produce moderate to mild hypothyroidism. In cases 
where severe myxedema results thyroid medication 
is instituted to such an extent as to keep the patient 
mildly hypothyroid. According to the reports, two- 
thirds of the patients treated suffered from angina 
pectoris and one-third from congestive heart failure. 
Approximately 30 per cent of the patients improved 
markedly; another 30 per cent showed only slight 
improvement, consisting of some degree of pain re- 
lief, better control of congestive failure and in- 
creased tolerance to exercise. In approximately 30 
per cent of the patients there was no improvement. 

Short duration of angina, recent myocardial in- 
farct (less than two months) and pre-existing goiter 
are considered as contraindications for I'*' treat- 
ment. 


PHOSPHORUS 


Among the radioisotopes used for temporary con- 
trol of certain diseases, the one best established in 
clinical practice is radiophosphorus. There are three 
radioactive isotopes of the stable element :5P*'. The 
radioactive isotope used in clinical practice is 15P**. 
P®2 emits beta radiation only and has a half-life of 
14.3 days. 

The clinical use of P** is based on experimental 
findings that phosphorus is selectively concentrated 
by bone, bone marrow, leukemic and neoplastic 
tissues, and that P** in sufficient quantity has a de- 
pressing effect on hematopoiesis. The capacity of 
P®? to arrest temporarily the progress of disease is 
best manifested in the treatment of polycythemia 
vera, chronic granulocytic leukemia and chronic 
lymphocytic leukemia. Radiophosphorus used for 
this purpose is in the form of soluble isotonic 
PQ,. 

Polycythemia Vera. Radiophosphorus is now gen- 
erally accepted as the treatment of choice for poly- 
cythemia vera. The results of treatment of more 
than 2,000 cases have appeared in the literature. 
The method of treatment is quite uniform all over 
the world. It consists of 80 to 120 ue per kilogram 
body weight. administered intravenously in a period 
of one to three days. The total dose in one course 
usually amounts to 4 to 7 mc. Most frequently one 
such course suffices to restore the hematologic con- 
dition to normal levels. In some patients, two and 
rarely three courses are necessary. Blood counts 
must be taken at least every two weeks after the ini- 
tial course of treatment. If the response is not satis- 
factory, a second course of treatment should be 
given four weeks to three months after the first 
course. In some centers P** treatment is preceded 
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Figure 9. Shows hematologic response in a polycythemia vera patient treated with one course of P®* given in three divided doses. One 
venesection of 500 cc. blood. Continuing remission for more than eight years. 


Figure 10. Shows hematologic response in patient with polycythemia vera. After one course of two doses of P**. Remission for six years 
and complete regression of previously enlarged spleen. 
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by phlebotomy. Phlebotomy performed immediately 
or shortly after P** treatment is altogether illogical 
and defeats the purpose of the radiation therapy. 

Remissions in polycythemia following P** treat- 
ment vary from six months to eight years. Treatment 
similar to the first course should be reinstituted 
whenever signs of relapse appear (Figures 9, 10). 

Diagnostic procedures, prior to the first or any 
subsequent course of P*? treatment, should include 
in addition to a complete blood count (Hb, RBC, 
WBC, platelets, differential count), hematocrit, 
blood volume and blood oxygen saturation deter- 
minations. 

In rare instances a temporary anemia develops 
after P®? treatment. This almost never requires ac- 
tive treatment such as transfusions. Usually the red 
cell count settles on a 4 million to 5 million level 
within two months after treatment. 

Certain patients fail to respond to P** therapy. 
This raises the question whether in certain cases of 
polycythemia there are contraindications to the use 
of P**. It is important to realize that polycythemia 
is a complex disease. An actual or an apparent in- 
crease in circulating red blood cells can be referable 
to a great variety of stimuli. Polycythemia can be 
primary, relative and secondary. Only in primary 
polycythemia, i.e. polycythemia rubra vera, is there 
a triune hyperplasia of all bone marrow elements— 
erythroid, myeloid and megakaryocytic. Some de- 
gree of splenomegaly is also found only in polycy- 
themia vera. Despite its distinguishing characteris- 
tics, it is frequently impossible in early stages to 
differentiate polycythemia vera from secondary 
polycythemia caused by arteriolosclerosis or by 
pulmonary disease. Only polycythemia vera re- 
sponds to P** therapy. In secondary and relative 
polycythemia, P** treatment is contraindicated. 

The question is sometimes raised whether P** is 
more likely than other forms of therapy to result in 
granulocytic leukemia in patients with polycythemia 
vera. We have seen in the foregoing that myeloid 
hyperplasia is an essential part of the polycythemia 

_vera syndrome. It is reasonable to suppose that any 
patient who does not succumb to cardiovascular 
accident or disease will terminate in leukemia. 
There are many examples in the literature of pa- 
tients with polycythemia vera, whose only treatment 
was venesection, Fowler’s solution or phenylhydra- 
zine, and who have terminated in chronic or acute 
leukemia. P*? produces longer and more complete 
remissions of polycythemia vera than other forms of 
treatment and so prolongs the life of the patient. 
This may result in more deaths from leukemia as a 
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natural terminal development of the disease, wholly 
unrelated to P®. 

Chronic Granulocytic, Chronic Lymphocytic Leu- 
hemia. In the treatment of leukemia, P** like other 
forms of ionizing radiations is of value only in the 
chronic phase of the disease. In acute leukemia, 
P*? therapy is contraindicated. The number of pa- 
tients with chronic granulocytic leukemia who have 
been treated with P* and reported in the literature 
now exceeds 1,000. Various methods of administra- 
tion have been advocated. 

In the opinion of this author, P*? should be given 
intravenously in fractionated doses. The initial dose 
following establishment of diagnosis should be 10 
to 15 wc P* per kilogram body weight. Subsequent 
doses should be given once or twice a week, in 
amounts not exceeding 30 uc P* per kilogram body 
weight. Every treatment must be preceded by a 
complete blood count (Hb, RBC, platelet, WBC, 
differential). By giving treatment in fractionated 
doses, P*? is gradually accumulated in bone marrow 
and leukemic tissues; thus the effective dose is 
gradually developed. The blood count before every 
treatment is an important guide in deciding the 
magnitude of the individual dose. Overdosage is 
manifested in a simultaneous decrease of WBC, 
RBC and hemoglobin. The belief that the radiation 
effect on erythrocytes is delayed for several weeks 
is, in the opinion of this author, fallacious. Any 
overdosage in the treatment of granulocytic or 
lymphocytic leukemia can be detected by a decrease 
in RBC within one week. With correct dosage, 
RBC is either maintained or brought to a normal 
level simultaneously with a decrease in WBC and 
improvement in differential count. 

The objective of treatment is to bring the hemato- 
logic condition as near to normal as possible, in 
such a way as to avoid sudden precipitous decreases 
—a procedure which requires from five to six 
weeks. In addition to the peripheral blood count, 
bone marrow studies and BMR are further indicat- 
ors of the degree of remission. Remissions in chronic 
leukemia following P*? treatment may last weeks, 
months or even a year. It must be realized that a 
biologically effective amount of P** will remain in 
the body for approximately 30 days after the con- 
clusion of treatment (Figures 11, 12). 

There are two divergent opinions concerning 
retreatment of patients. One contends that “mainte- 
nance” doses of radiation, varying from 0.5 mc to 
2 mc P* in a single dose, should be given at 8- to 
12-week intervals. The theory of this procedure is 
that there is a periodicity of relapse and that such 
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Figure 11. Shows hematologic response to P®* therapy in patient with chronic granulocytic leukemia. Survival 6.5 years. 
Figure 12. Shows hematologic response to P** in patient with lymphocytic leukemia. 
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a relapse may be prevented by administration of a 
maintenance dose at suitable intervals. The other 
approach is to institute retreatment when there is 
a hematologic and clinical relapse. It is the belief 
of this author that an increase in WBC of more 
than 5,000, or an increase in primitive cells is an 
indication for a full course of retreatment. 

Radiophosphorus is effective in producing remis- 
sions in both chronic granulocytic and chronic 
lymphocytic leukemia. In chronic lymphocytic leu- 
kemia complete remissions are less frequently seen 
than in chronic granulocytic leukemia, though the 
response in general in the former condition is satis- 
factory. Remissions in chronic lymphocytic leuke- 
mia are usually of shorter duration than those in 
chronic granulocytic leukemia. 

Our experience suggests that external total body 
roentgen-ray irradiation is a better method of 
treatment for chronic lymphocytic leukemia, and 
that P®* is preferable in the treatment of chronic 
granulocytic leukemia. 

Lymphosarcoma, Hodgkin’s Disease, Mycosis Fun- 
goides, Multiple Myeloma, Metastatic Carcinoma. In 
any of these diseases circumstances may favor a 
trial of P** or they may strongly contraindicate its 
use. 

In cases of lymphosarcoma and Hodgkin’s dis- 
ease, selective concentration of P*? in involved tissue 
must be demonstrably greater than that in unin- 
volved tissue by a ratio of at least 5:1 to justify its 
use as a therapeutic agent. This is determined by 
administration of a test dose of P** followed by 
biopsy or by surface measurement. In addition, 
bone marrow studies should be made prior to 
treatment. In the absence of bone marrow involve- 
ment, we do not advocate P*? therapy. Local roent- 
gen-ray treatment is preferable in these circum- 
stances. When bone marrow is involved but eryth- 
ropoiesis is hyperplastic, P** is the treatment 
method of choice. On the other hand, if bone mar- 
row is hypoplastic, with or without involvement, 
P*? is contraindicated. In the treatment of lympho- 
sarcoma and Hodgkin’s disease, P*? is administered 
intravenously in fractionated doses in a similar 
manner as in chronic leukemias. 

Mycosis fungoides is a cutaneous form of lympho- 
sarcoma. When the disease is manifested in plaque- 
like involvement of the skin (stages I and II), P* 
may be used effectively. However, it affords only 
temporary palliation. 

Myeloma tissue does not concentrate phosphorus 
sufficiently to justify the use of P* in the treatment 
of multiple myeloma. In our experience, lesions of 
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this disease have not disappeared or significantly 
regressed following even an intensive course of P** 
treatment. However, P** has brought about relief of 
pain in the majority of cases in which it has been 
used. although the roentgenographic appearance of 
lesions remained unchanged. The reason for relief 
of pain is obscure, but it is doubtless due to the 
same mechanism which produces relief of pain in 
bone metastases from carcinoma following local or 
whole body roentgen-ray irradiation with small 
doses. 

Widespread metastatic carcinoma is a condition 
in which no conventional therapy is of any avail. 
In such circumstances, one seizes upon any method 
which theoretically offers any promise. Carcino- 
matous tissue, in general, concentrates P*? with a 
high degree of selectivity. This constitutes the ra- 
tionale for the use of P** in metastatic carcinoma. 
When a tumor mass is large, it is impossible, in 
spite of high differential concentration of P**, to 
deliver an adequate amount of radiation to destroy 
the tumor without damage to normal tissue and 
particularly to hematopoietic tissue. Since de- 
pressed hematopoiesis with more or less marked 
anemia is a part of the clinical picture presented 
by many patients with generalized carcinosis, ad- 
ministration of radiation in anything approaching 
carcinocidal amounts is to jump from the frying 
pan into the fire. P*? can be used in the treatment 
of widespread carcinomatosis only to alleviate pain, 
edema or inflammation. 

Breast Cancer. Before leaving the subject of the 
internal applications of soluble P**, a word should 
be said concerning its use in the primary treatment 
of breast carcinoma. This treatment method has 
been developed at the University of California Hos- 
pital in San Francisco, and to date has been used 
in some 80 patients. Treatment of breast cancer, as 
practiced at present at the University of California 
Hospital consists of radical or simple mastectomy 
as indicated in the particular case, together with 
radiation therapy as follows: 

On the day of surgery, intravenous P* therapy 
is started, and doses of 20 to 30 uc P* per kilogram 
body weight are administered every three days up 
to a total dose of 12 to 15 mc in 15 to 20 days. On 
the eighth to twelfth postoperative day, local x-ray 
treatment is started. In patients with no involvement 
of the axilla (stage I), only the mediastinum is 
irradiated. A 3,500 r tissue dose, calculated at 4 
cm. depth, is given in 30 days. Patients with 
axillary involvement (stages II and III) receive 
treatment to the axilla and supraclavicular areas in 


addition to mediastinal irradiation. A 4,000 r cal- 
culated tissue dose is given in 35 days. 

This procedure depends on the knowledge that 
if any tumor cells are spread before, during or after 
surgery, or if any microscopic foci exist beyond the 
areas of primary tumor and primary spread, efforts 
to eradicate breast carcinoma by surgery alone or 
in conjunction with local roentgen-ray treatment 
fail. It is also known that tumor cells concentrate 
phosphorus to a greater degree than normal cells. 
It is therefore assumed that if it were possible to 
destroy single cells or microscopic tumor foci by 
metabolically selective irradiation by means of P*?, 
the disease could be eradicated in a greater number 
of cases than by conventional therapy. The results 
of this treatment method seem to be encouraging. 
Of the eight patients treated with P** during the 
early period of this work (1945-1946) five are alive 
and well. All of these patients had stages II and III 
of the disease. 

Whether P*? will be one more method of treat- 
ment of cancer of the breast to fall into oblivion, or 
whether it will prove to be one additional step in a 
successful attack on this disease, only thorough in- 
vestigation and an adequate period of observation 
can determine. 


COLLOIDAL FORMS OF ISOTOPES 


In all of the foregoing conditions, the internal 
use of radioisotopes depends upon the metabolic 
role of the particular isotope. In other circumstan- 
ces, radioisotopes are useful means of delivering in- 
ternal radiation without themselves playing any 
part in physiologic function. A radio-element in- 
corporated in a colloidal molecule, injected intra- 
venously is phagocytized by the cells of the reticulo- 
endothelial system and deposited mainly in the 
liver and spleen. The degree of escape beyond the 
liver-spleen barrier depends on the particle size and 
the type of the suspending agent. 

P®? in the form of colloidal chromic phosphate 
was the first radioisotope to be used in this form 
for internal administration. This was in 1941, when 
colloidal chromic phosphate was used by us ex- 
perimentally in an advanced case of hepatoma. 

Since the end of World War II, radioactive gold 
and radioactive yttrium, as well as chromic phos- 
phate, have been used in colloidal form in the 
treatment of hepatomegaly and splenomegaly in 
advanced leukemia and polycythemia vera, partic- 
ularly when bone marrow hypoplasia was pro- 
nounced thus precluding the use of total body 
internal or external irradiation. 
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Radioactive gold, 7Au®*, is a beta particle and 
gamma ray emitter with a half-life of 2.7 days. 
Radioyttrium, 3Y®, emits only beta radiation and 
has a half-life of 60 hours. The dosage used at 
University of California Hospital for intravenous 
administration of radioactive colloids in the treat- 
ment of hepato- and splenomegaly of polycythemia 
and leukemia is as follows: chromic phosphate: 3 
to 5 mc repeated at weekly intervals up to a maxi- 
mum total dose of 10 mc; colloidal radiogold: 5 
to 10 mc, diluted in approximately 100 cc. sodium 
chloride, repeated at weekly intervals up to a total 
not exceeding 20 mc; colloidal radioyttrium: in 
physiological saline solution in doses of 3 to 5 mc 
up to a total of 15 mc. 


2. External—Contact Therapy 


Radioisotopes applied externally constitute easily 
controlled sources of radiation similar in effect to 
x-rays and radium. Isotopes, which emit beta radi- 
ations only, are particularly suitable for the treat- 
ment of superficial lesions of the skin. Beta rays 
penetrate the skin to a depth of only a few milli- 
meters, thus reaching all layers of the epidermis 
and corium without penetrating to deeper, sub- 
cutaneous structures. Some artificial radioisotopes, 
such as radiophosphorus and radiostrontium (3sSr™, 
half-life 25 years), are pure beta ray emitters. The 
maximum penetration of P*? beta particles in water 
or tissue is approximately 8 mm; that of Sr® is 
approximately 3 mm. Absorption measurements 
have shown that approximately 50 per cent of the 
radiation from P*? and about 60 per cent of that 
from Sr are absorbed in the first mm. of water or 
tissue, and that absorption is practically exponential. 

Based on studies of the erythema-producing ca- 
pacity of phosphorus beta rays, a technique has 
been developed for the treatment of such super- 
ficial skin lesions as hyperkeratosis, basal cell car- 
cinoma, strawberry type hemangioma, ungual and 
plantar warts, by external local application of P*. 
Radioactive phosphorus in the form of NasHPO, 
solution of known activity is soaked into blotting 
paper (21 mg./sq. cm.=0.4 mm. thickness) of 
known dimensions and dried. Blotting paper cut 
to a size to cover the lesion to be treated can be 
placed over any flat or curved surface of the skin, 
held in place with adhesive tape in true contact 
with the skin, for a period calculated to deliver the 
desired amount of radiation. Exposure time is cal- 
culated in microcurie hours per square centimeter 
or in roentgen equivalents. The formula for calcu- 
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DOSAGE TABLE IN THE TREATMENT OF SKIN CANCERS 


Exposure period Dose in microcurie Dose in rep Estimated average dose in 
Lesion: in hours hours /square centimeter on surface rep in first millimeter 
Hyperkeratosis 48 3200-3800 27,000-32,000 16,000-19,000 * 
Basal Cell Ca 48 4000-4500 34,000-36,000 20,000-22,500 
Squamous 
(Baso-squamous ) 48 4000-5000 34,000-42,500 20,000-25,000 
Cell Ca 


Figure 13. Dosage schedule for external contact therapy with P® in blotting paper. 


lation of the amount of P*? needed for a particular 
exposure is as follows: 


Desired dose in ye hrs x 
size of blotting paper _ cc of P®* stock 


solution 


P®? in uc/cc x desired 
time of exposure 


4,000 wc hrs x 3. cm.? 0.5 cc P® stock 
500 uc x 48 hours solution 


1.€. 


This method of treatment was developed at the 
University of California Hospital, and since its in- 
ception several hundred lesions have been treated 
in this manner. Of 350 hyperkeratoses treated, 
98.3 per cent have been eradicated for longer than 
five years. Of 190 basal cell carcinomas treated, 
97.6 per cent have been eradicated for longer than 
five years. Of 15 lesions diagnosed as squamous 
cell carcinoma (baso-squamous?) one lesion re- 
curred after three years. All lesions were small and 
superficial. The lesion which recurred was treated 


during the early period of this work and the dose 
given would be considered inadequate today. The 
treatment of strawberry type hemangiomas, ungual 
and plantar warts is similarly effective in selected 
cases. The use of P*? in deep-seated cavernous 
angiomas is inadvisable, and in port-wine type 
hemangiomas it is strictly contraindicated. Other 
investigators have incorporated P*? in polythene 
plastic, bakelite, etc. rather than in blotting paper, 
and have used it for various cutaneous conditions 
(Figures 13, 14, 15, 16, 17). 

External topical use of P** has not received the 
widespread recognition which our experience indi- 
cates that it deserves. In the few centers where this 
method has been used, results have been similar to 
or even better than our own, whenever our plan of 
treatment was employed. On the other hand, where 
extensive modification of our treatment plan has 
been made, such as use of considerably smaller 
doses or protraction and fractionation of doses, re- 
sults of treatment have been unsatisfactory. The 


Figure 14. Multiple body basal cell carcinoma treated with P**: left—before; right—two months after treatment. Notice pigmentation 
of shin at the site of exposure to P®*. 
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Figure 15. Keratosis on third and fourth fingers of left hand: left—before; right—after P** therapy. 


unique advantages of the treatment method are: 
simplicity of application; homogeneous irradiation 
of the lesion due to direct contact of the flexible 
source; and late radiation changes are minimal 
and always superficial. 

Radiostrontium is used in the form of applica- 


tors in the treatment of certain eye diseases. Sr” 
is plated over a curved surface of an applicator to 
fit the eye ball. The quantity of Sr® in an applicator 
is such that the radiation dose rate is approximate- 
ly 400 rep per minute. Such applicators are now 
commercially available. Because of the high dosage 


Figure 16. Pigmented basal cell carcinoma on left side of nose: left—before; right—eight years after treatment with P**. Notice depig- 


mentation of skin at the site of exposure. 
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Figure 17. Mycosis fungoides of left breast treated with local application of Sr® and P* i.v. in seven weeks (5 x 500 uc i.v.): left— 
before; right—four months after treatment. No recurrence for 13 years. 


rate, treatment time is very short, hardly amounting 
to more than minutes. Due to the high dose rate, 
accuracy of treatment time is of utmost importance, 
otherwise untoward late sequelae may ensue, such 
as corneal or conjunctival ulcer or corneal opacity. 
Contact Sr® treatment has proven useful in the 
treatment of pterygium, vernal conjunctivitis and 
vascularization of the cornea. 


External—Teletherapy 


The use of the natural radioactive gamma ray 
emitter element, radium, placed at a distance from 
the patient to be irradiated, has been practiced for 
decades and is known as teleradium or telecurie 
therapy. The high cost and scarcity of radium have 
precluded the assembling of any but small amounts 
(5 to 10 grams) for this purpose. The small output 
of such teleradium units limited the distance of the 
radiation source from the patient to not more than 
15 cm. Even then, the time involved in irradiation 
made these units rather uneconomical to operate. 
Teleradium units were limited to very few centers 
in the world. The chain reacting piles of the post- 
war era have made it possible to produce gamma 
radiator isotopes in huge quantities. 

Of the many artificially radioactive gamma ray 
emitter isotopes, radiocobalt has the physical prop- 
erties most suitable for teletherapy. 2*Co™, which is 
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produced most economically in the chain reactor 
pile by bombardment of 27Co®* with neutrons, emits 
relatively low energy beta rays (0.32 mev maximum) 
and two high energy gamma rays in the process of 
disintegration of the radioactive cobalt atom. The 
two gamma rays are practically monochromatic 
(1.33 Mev and 1.17 Mev). This radiation is superior 
in quality to radium gamma rays and, in compari- 
son with an x-ray machine, it corresponds to x-rays 
generated by approximately 2.5 million volts. The 
only possible disadvantage of Co® in comparison 
with radium is its half-life of 5.3 years as against 
the 1,600 years half-life of radium. The disadvant- 
age of telecobalt units in comparison with an x-ray 
machine is that the former must be specially shield- 
ed to afford protection against their continuous 
emission of radiation. Because of the large amounts 
of Co® which are used in telecobalt units, this 
problem is more difficult than in the case of tele- 
radium units. However, the ingenuity and know- 
how of modern technology have overcome this 
problem (Figure 18). 

Today several telecobalt therapy units are in use 
in this country and in Canada. These units con- 
tain from 1,000 to 1,500 curies of Co™ with radi- 
tion intensities up to 100 r per minute at a target 
skin distance of 50 to 80 cm. Telecobalt therapy, 
in common with supervoltage therapy, has certain 
physical advantages over conventional high-voltage 
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1—Effective Dose At Deep-Seated Tumor—Smali Dose At Surface 
2—Aliows Selection of Irradiation Patterns 


Figure 18. Sketch of Telecobalt therapy unit at Francis Delafield 
Hospital, New York City. 


Figure 19. Sketch of shielded equipment for intracavitary admin- 
istration of radiogold. 


METHOD INTRACAVITARY INFUSION 
OF RADIOGOLD COLLOID 


Sterile Open Flask 
For Radiogold 


Tube Stand 


x-ray treatment. The most striking are: better colli- 
mation of the treatment beam; relatively deeper 
penetration of the radiation (particularly manifest 
when small fields are irradiated); and relatively 
lesser skin effect. Experience shows also that pa- 
tients tolerate this type of radiation better than 
high voltage x-ray treatment. These, however, are 
only some of the factors which are important in the 
treatment of deep-seated tumors. Statistical analy- 
sis under strictly controlled conditions is needed 
to establish definitely whether more cures can be 
accomplished with this type of radiation. 

It is erroneous to suppose, as has sometimes 
been suggested, that radiocobalt is the “poor man’s” 
radium. The installation cost of a telecobalt ther- 
apy unit ranges from $30,000 to over $100,000. 


3. Intracavitary Therapy 


Some artificial radioactive isotopes have proven 
to be particularly suitable for application into body 
cavities and organ cavities. Trials using suspen- 
sions of natural radioactive substances for intra- 
pleural and intravesical instillation were made as 
far back as 1911. Although good results were re- 
ported in control of pleural effusions caused by 
metastatic pleural carcinoma, and in some cases of 
bladder carcinoma, the method did not gain wide 
recognition. Radium and mesothorium, and also 
thorium X were found unsuitable for instillation into 
body cavities because of their physical and biologic 
properties. 

Radioactive colloidal suspensions applied intra- 
pleurally or intraperitoneally mix with the effusion 
fluid and act as coating agents on the lining sur- 
faces of these body cavities. Rate of escape of such 
colloids from body cavities into the general circu- 
lation depends on particle size and on the vehicle 
in which the particles are suspended. At present, 
radioactive compounds with an insignificant rate 
of escape are available commercially. The two 
which are most widely used for this purpose are 
radiogold and chromicradio phosphate. 

Radiogold (Au’*) comes as a purplish gel. Di- 
luted with physiological saline solution, it can be 
injected through a #18 needle with ease. The pro- 
cedure is well tolerated and there is no untoward 
chemical” reaction due to the colloidal compound. 
Usually 100 to 150 mc is given as a single intra- 
peritoneal dose by infusion in an over-all time of 
from one-half to one hour. For intrapleural appli- 
cations the individual dose should not exceed 50 
mc, also given by infusion. The radiation dose is 
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rather difficult to determine accurately, since to a 
great extent it depends on the dilution by the 
ascitic or pleural fluids. Assuming uniform distri- 
bution over the peritoneal or pleural surfaces, one 
microcurie per square centimeter will deliver ap- 
proximately one rep (roentgen-equivalent-physical). 
Measurements show that the depth reached by 
Au?® beta rays is limited to 0.23 mm. 

Because of the gamma component of the radia- 
tion emitted from Au!®%’, the treatment must be 
carried out under special precautions to protect 
the physician, the technician and nursing person- 
nel from unwarranted exposure to radiation (Figure 
19). Radioactive chromic phosphate was first used 
intraperitoneally by this author in 1944 in a rat 
with peritoneal carcinosis. 

When P* in the form of chromic phosphate is 
used, the injection may be made through a #18 
or #20 needle. It is advisable to dilute the amount 
to be administered in 50 to 100 cc. of physiological 
saline and administer it by infusion in a period of 
15 to 30 minutes. The individual dose for peritoneal 
application varies between 10 and 20 mc; for pleural 
application, from 5 to 10 me. 

Immediately after administration, the patient 
must be urged to change position frequently in 
order to achieve as uniform distribution of the 
radioactive material as possible. Treatment may be 
repeated every four to eight weeks for about five 
applications. Frequent blood counts are imperative. 
In patients with peritoneal or pleural adhesions 
and pocketing of the effusion, the use of radiogold 
or any other colloidal radioactive material is 
contraindicated. 

The effect of intrapleural or intraperitoneal ad- 
ministration of radiocolloids is only palliative. Tem- 
porary control of formation of ascites and pleural 
effusion is achieved in about 50 per cent of the 
patients. Remissions lasting from two to 13 months 
have been reported. Obviously this is a palliative 
method of treatment. The routine administration 
of radiogold at the time of surgery in every patient 
with carcinoma of the ovary is practiced in some 
centers. This author does not favor such routine 
procedure unless there is evidence of metastatic 
spread of tumor or spilling of tumor cells. 

The topical application of radiation sources into 
organ cavities has gained great impetus with the 
easy availability of appropriate artificial radioactive 
isotopes. Radiosodium (1:Na*‘, half-life 14 hours), 
and radiobromide (ssBr®?, half-life 33 hours) and 
radiocobalt (27Co®) in solutions have been used in 
the treatment of bladder carcinoma with encourag- 
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Figure 20. Coating of cobalt with 0.08 mm. silver is sufficient to 
filter out undesired beta radiation of Co™. 


ing results. An attempt to use P®* solution in Foley 
catheters in the treatment of uterine body lesions 
was carried out by us in 1943, but we soon aban- 
doned this method because of the difficulty of keep- 
ing the Foley bag properly inflated in the uterine 
cavity, and because of the danger of contamination 
by leakage from the bag. These early studies led us 
to the conclusion that solid, .small, radioactive 
sources are preferable to liquid sources for intra- 
cavity radiation therapy. 

Radiocobalt beads of 0.3 cm. and 0.5 cm. diame- 
ter, consisting of 98.9 per cent metallic cobalt and 
1.10 per cent contaminants such as iron, nickel and 
sulfur, were activated in the Oak Ridge nuclear 
reactor. The beads were coated by silverplating to 
a thickness varying from 0.08 mm. to 0.16 mm. 
(Figure 20). The intensity of the beads used by us 
varies from 0.6 mc equivalents to 100 mc equiva- 
lents. The silver-coated beads were calibrated 
against a 10.12 mg. radium standard. Under the 
experimental conditions followed by us, 1.00 mc 
Co® is equivalent to 1.4 mg. radium filtered with 
0.5 mm. platinum. Beads and round pellets of 0.5 
cm. diameter are used in preference to needles or 
tubes because such beads or pellets approach 
more closely “point sources” of radiation. This 
seems of particular importance in intracavitary use 
of radiation sources. 

A Foley or Foley-Alcock catheter is used to hold 
the bead, which is placed in the central channel in 
such a position that when the Foley bag is inflated, 
the bead is in its center. In order to avoid slipping 
of the bead in the central channel, a thin-walled 
aluminum capsule with one end open is first placed 
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Figure 21. Radiographs showing position of Co” bead 


in maxillary sinus. 


in the central channel of the catheter and the bead 
is then dropped into it. The upper open end is then 
plugged if necessary to hold the bead in position. 
This bead-holder capsule has the great added ad- 
vantage that the loading of the catheter can be 
done in less than a minute and thus radiation ex- 
posure of the technical personnel is negligible. 
Foley catheters are used to insure equidistant dis- 
tribution of radiation. Because some such catheters 
are rather assymetric and eccentric, it is advisable 
to check each Foley catheter for concentricity be- 
fore using. In order to facilitate draining of urine, 
an opening is cut into the wall of the central chan- 
nel just below the distal end of the balloon. For 
small cavities, a catheter of 5 cc. capacity is used, 
while for larger cavities, catheters of up to 70 cc. 
are used. 

The deflated Foley catheter containing the cobalt 
bead is inserted into the cavity to be treated. The 
catheter balloon is then inflated with a sodium io- 
dide solution to which a few drops of methylene 
blue have been added. Iodide solution is preferred 
to pure water to secure radio-opacity when films are 
taken to measure distances from the bead to the 
cavity wall. Methylene blue is added to detect any 
leakage of the balloon during the time when the 
catheter is in the cavity. 

From the amount of fluid required to inflate the 
catheter, the distance between the cobalt bead and 
cavity can be determined. This is also checked radi- 
ographically in every case. The dose is then calcu- 
lated in gamma roentgens at the wall of the cavity 
and at various depths in the tissues. The dose is 
approximately homogeneous on all surfaces. 

To date 15 patients with tumors of the naso- 
pharynx and five patients with maxillary tumors 
have been treated by intracavitary application of 
radiocobalt. Doses varied from 5,000 to 6,000 roent- 
gens (gamma) calculated at the mucosal surfaces. 
Presently treatment is given in two sessions of 
2,500 to 3,000 r at a week’s interval, and followed 
by additional external irradiation with x-rays, to a 
tissue dose to the tumor-bearing area of 4,000 to 
5,000 r in 30 to 40 days. The results of this in- 
tensive treatment appear more successful than ex- 
ternal irradiation alone. 

In the past five years, 35 patients with carcinoma 
of the bladder have been treated by us with intra- 
vesical application of radiocobalt, either alone or 
in conjunction with external x-ray therapy to the 
entire lower pelvis. The treatment dose with radio- 
cobalt varies between 2,500 and 3,000 r twice at 
seven- to ten-day intervals to a total dose of 5,000 
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to 6,000 r, calculated at the mucosal surface. The 
supplementary x-ray treatment is started usually 
one or two days after the first application of radio- 
cobalt, and continued by daily treatments. Rarely. 
the x-ray treatment is suspended for one or two 
days at the time of the second radiocobalt applica- 
tion. The x-ray treatment is delivered in 35 to 40 
days to a total calculated midpelvis tissue dose of 
3,500 r. 

Our observations indicate that tumors of the blad- 
der, classified as Jewett’s Group A and B, have been 
successfully destroyed in a great majority of the 
cases with intracavitary radiocobalt irradiation alone 
or in combination with local x-ray treatment. In 
multiple sessile noninfiltrating tumors, radiation 
therapy should not be delayed until surgical treat- 
ment is impractical, but should be considered as the 
primary method of therapy. Most infiltrating lesions 
are only temporarily arrested even with combined 
intracavitary and external irradiation. In advanced 
cases, radiation therapy offers only some control of 
pain and of bleeding (Figures 21, 22, 23, 24). 

The severity of postirradiation reactions, partic- 
ularly contraction of the bladder and chronic cysti- 
tis, depends to a great extent upon the treatment 
technique, particularly on the fractionation of the 
doses and the over-all treatment time. Further in- 
quiry into modification of the radiation treatment 
technique is being carried out in an attempt to de- 
crease untoward sequelae in successfully treated 
patients. 

The use of radiocobalt beads has been advocated 
for the uterine body and for esophageal carcinomas. 
Multiple, 4 to 7 mm. beads, bored for threading, 
have been applied. It must be realized that this 


Figure 22. Radiograph showing small inflated Foley catheter 
with Co™ bead in center in the treatment of patient with pharyn- 
geal wall carcinoma. 


GP e December, 1954 


Figure 23. Radiograph (AP view) showing inflated Foley catheter 
with capsule and Co” bead in center in the treatment of carcino- 
ma of the bladder. 


is merely an extension of the well-established use 
of radium applicators for intracavitary irradiation. 


Figure 24. Same as Figure 23. Lateral view. 
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4. Interstitial 


Prior to the discovery of artificial radioactivity, 
radium, radon and thorium had been used for dec- 
ades for interstitial application into tissues. Radium 
salt packed in hollow needles with a wall thickness 
of 0.5 to 1.0 mm. of platinum, and radon gas trapped 
in glass, gold or platinum tubings of 1.0 to 2.0 mm. 
diameter with a wall thickness up to 0.5 mm., were 
the instruments used for such applications. Wall 
thickness of needles and tubes is designed to filter 
out the undesirable beta radiation. Thus virtually 
all radiation which reaches the tissues is gamma 
radiation. 

When artificially radioactive material became 
readily available after World War II, cobalt alloy 
(cobanic) wire and gold wire were activated for use 
in a manner similar to radium and radon. The radio- 
cobalt wire is usually placed in the bore of a needle 
in order to filter out the beta radiation. Since beta 
radiation from radiocobalt is of a relatively low en- 
ergy, the wall thickness of the needle can be much 
less than that required in radium needles. 

Cobalt needle tubing is made of stainless steel of 
0.23 mm. wall thickness, rather than of platinum. 
Comparison of the dose efficiency of radiocobalt 
with that of radium reveals that 0.646 mc Co® in 
stainless steel containers of 0.23 mm. wall thickness 
is equivalent to 1 mg. radium filtered with 0.5 mm. 
of platinum. A very ingenious method of placing 
cobalt wire in a nylon hose of 0.76 mm. inner diam- 
eter and 1.27 mm. over-all diameter makes possible 
the threading of the wire through tissues in a uni- 
form and accurate way. Evidently the 0.245 mm. 
wall thickness of the nylon is sufficient to filter out 
beta radiation. 

The indications for the interstitial use of radio- 
cobalt are the same as for radium. The only advan- 
tages of radiocobalt needles over radium are its ho- 
mogeneity of radiation along the needles, its avail- 
ability in any size and length, and its lower pur- 
chase price. 

Another artificial radioactive isotope suitable for 
interstitial gamma ray therapy is radiogold (Au’®), 
emitting a beta particle (0.97 mev maximum) and a 
gamma ray (0.41 mev). It has a half-life of 2.7 days. 
Radioactive gold wire of 0.0125 cm. diameter fitted 
into a nonradioactive gold tubing with an inner bore 
of 0.03 cm. and a wall thickness of 0.020 cm. may 
be cut to any length to provide seeds similar to the 
well-known radon seeds. Radioactive gold wire may 
also be incorporated into nylon tubing to provide 
radioactive sutures. The advantages of radiogold 


seeds over radon seeds are the considerably greater 
uniformity of equal-length seeds, no hazardous ra- 
dioactive gas-to leak (thus no “‘duds”), and simplic- 
ity in preparing radiogold seeds of any length. No 
biologic advantages of any kind can be claimed for 
radiogold seeds over radon seeds. Radiogold seeds 
must be calibrated to determine the activity or dose 
rate per unit time of each seed before use. Knowing 
the initial activity, the radiation dose to the tissues 
is calculated in the same way as when radon is used, 
proper consideration being made for the difference 
in half-life of the two radioelements (gold, 2.7 days; 
radon, 3.82 days). 

Infiltration of tumors with artificial radioactive iso- 
topes in colloidal suspension has gained practical 
significance in recent years. In the early days of the 
use of radium, attempts were made to use radium, 
mesothorium, uranium X and thorium X for infil- 
tration of tumors. The use of these natural radio- 
active substances for this purpose soon fell into 
deserved oblivion. Radium and mesothorium are 
dangerous, long-lived, bone-seeker elements. Tho- 
rium X is an alpha ray emitter and therefore imprac- 
tical; uranium X, a beta ray emitter, has dangerous 
daughter products. 

There are two theoretical advantages of the infil- 
tration method with colloidal radioactive substances 
over the use of radioactive needles or seeds. One is 
that the radiation can be more diffusely distributed 
in tumor bearing tissues. The other advantage is that 
some of the colloidal material reaches the regional 
lymph nodes via the lymphatics, and may thus affect 
metastases in regional areas at some distance from 
the primary tumor. 

The practical disadvantages of this technique 
are first, that it is almost impossible to infiltrate 
the tissues homogeneously, consequently dose de- 
termination and dose estimation are entirely in- 
accurate; over-irradiation to the extent of tissue 
necrosis or under-irradiation that is ineffective for 
tumor destruction may result. Second. radioactive 
material may easily leak out into normal tissues and 
result in untoward effects on tissues which it is the 
intention to protect from irradiation. 

Radiozinc is the artificial radioisotope that was 
first used for tumor infiltration in 1945. The short 
half-life (38.5 minutes) proved too short to make the 
use of this isotope practical. Radiogold (half-life 65 
hours) in colloidal suspension and radiophosphorus 
(half-life 14.3 days) in the form of insoluble colloidal 
suspension of chromic phosphate have been success- 
fully used in the treatment of carcinoma of the pros- 
tate, carcinoma of the uterine cervix, in some cases 
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of bronchogenic carcinoma and esophageal carcino- 
ma, by the infiltration method. 

In the treatment of prostate carcinoma, the com- 
bined retropubic and suprapubic approach is con- 
sidered best to get as adequate distribution as pos- 
sible. The bladder is opened and the material is 
infiltrated by multiple injections and distributed as 
evenly as possible both transvesically and from the 
outside into the prostate. seminal vesicles and ad- 
jacent lymph nodes. 

In the use of radiogold and chromic phosphate, 
due allowance must be made for the dose difference 
per unit amount administered. This is, as mentioned 
earlier, a function of the different half-lives and the 
difference of the energy of the beta rays emitted. 
Assuming that the quantity applied remains at the 
site of injection for the whole life of the radioactivity 
of the element. the total dose delivered when chromic 
phosphate (P**) is used is 820 rep (roentgen-equiva- 
Jent-physical) per one microcurie per gram tissue ; 
when radiogold (Au’**) is used, the dose amounts to 
80 rep per microcurie per gram tissue. Experience 
has shown that with Au'®*, 1 to 3 me per cubic cen- 
timeter of tissue is satisfactory when the tissue to be 
infiltrated is small ; when it is greater than 150 grams, 
the dose must not exceed 1 mc per gram. This is 
partly due to the fact that radiogold emits beta and 
gamma radiations and with increasing volume to be 
infiltrated. the gamma ray effect as a contribution to 
the total dose becomes dangerously significant. 

These facts clearly indicate that the infiltration 
technique with radioisotopes for irradiation treat- 
ment of tumors is neither a simple nor an innocuous 
method. It should be attempted only in carefully 
selected cases, and then only when there is close 
cooperation between surgeon and radiation thera- 
pist. The infiltration method is not to be done in 
general practice as an office procedure. 

Even so brief a review as the foregoing serves to 


indicate the already broad scope of radioisotope ther- 
apy. Unquestionably the future holds great expan- 
sion of this new phase of radiology, and one may 
look for ever increasing examples of the applicabil- 
ity of radioisotopes to the treatment of diseases. 

As with x-rays and radium, as indeed with all 
forms of therapy, the first principle is proper se- 
lection of cases for treatment. A second principle, 
associated especially with every form of radiologic 
treatment, is to determine at the outset whether 
eradication, arrest or mere palliation of symptoms 
is the treatment goal. 

Radioisotopes are one weapon among the whole 
armament which comprises radiation therapy. Never 
may they properly be considered as competing with 
either medical or surgical methods of treatment. Of- 
ten best results may be attained by employing them 
in combination with medical and surgical procedures. 

Inherent in the use of radioisotopes are certain 
dangers, not only to the patient who receives them, 
but also to the physician who administers them and 
to the technical and nursing staff who may be ex- 
posed to them. The nature of these dangers must 
be well understood, and the now established meth- 
ods of protection must be strictly enforced. Other- 
wise the blessings which radioisotopes are capable 
of conferring in trained hands may be more than 
mitigated by the harm they may do when used with- 
out full knowledge of their effects. Thus it is appar- 
ent that the clinical use of radioisotopes should be 
reserved for the physician who by special training 
gained adequate knowledge and experience in this 
field of medicine. Only in this way can proper 
dosage for patient and protection for medical per- 
sonnel and the public be assured. 


Figures 2 through 6 and Figures 18 and 19 courtesy of the 
Isotope Division, U. S. Atomic Energy Commission. 

A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


Psittacosis and the Public Health 


IT WOULD APPEAR that each state or health author- 
ity should at the least set up machinery which 
would enable it to ascertain how much psittacosis 
exists in the area and what are its sources. This 
would require some form of record-keeping by 
breeders of psittacine birds and by dealers in these 
and other birds capable of transmitting psittacosis. 
It also would necessitate better investigations of 
the sources of psittacosis than are usually made. 
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After more facts are made available through such 
investigations it should be possible to decide on 
the relative importance of psittacine birds as 
reservoirs of infection and whether stricter con- 
trols over their transport and sale are necessary 
or not. In the meantime, it is probable that the 
most effective public health procedure would be 
the institution of vigorous educational programs 
designed to warn the public continuously of the 
danger of contact with apparently healthy psit- 
tacine birds. 

—(Am. J. Pub. Health, 44: 1067, 1954.) 


87 


Chips from Other Journals 


“Cysts” Following Isoniazid Therapy 


Jounson anD Hewrrr report the development of 
sterile cyst-like cavities replacing recognizable tu- 
berculous disease at the site of earlier cavitary in- 
volvement in 22 patients. The roentgenographic 
densities rapidly resolved and large, empty, thin- 
walled air sacs, indistinguishable from cysts, devel- 
oped. This phenomenon was preceded by conver- 
sion of sputum and abeyance of symptoms. 

These cyst-like cavities may enlarge even to giant 
size occupying many times the area of original dis- 
ease. They may close after temporary increase in 
size, or they may reverse to typical tuberculous 
cavities with the recurrence of symptoms and a re- 
turn of demonstrable tubercle bacilli in the sputum. 
The potential hazard of these sterile cyst-like cavi- 
ties has not been fully evaluated and clarified. (Am. 
Rev. Tuberc., 69: 1054, 1954.) 


Primaquine for Malaria 


Gennis and his associates declare that there are 
three essential approaches to the treatment of ma- 
laria: suppression of the clinical manifestations of 
the disease, treatment of the acute attack of the in- 
fection, and therapy directed at elimination of re- 
lapses or radical cure of the disease. 

The treatment of P. vivax malaria presents a 
greater problem than the treatment of other types 
because of the greater tendency of the infection to 
persist. 

Following inoculation by an infected mosquito, 
the parasite disappears from the peripheral blood 
for approximately one week. This phase has been 


called the pre-erythrocytic phase. At the end of this 
time, blood forms or trophozoites appear, causing 
the primary attack. This is known as the erythrocytic 
phase. When the attack subsides there is a per- 
sistent tissue phase from which trophozoites are re- 
leased intermittently into the blood, producing the 
periodic relapses in this disease. This is known as 
the exo-erythrocytic phase. 

The suppression of P. vivax malaria and the 
elimination of clinical manifestations of the disease 
can be attained by eradication of the erythrocytic 
phase of the infection. However, the radical cure of 
this disease depends on the destruction of the exo- 
erythrocytic or tissue forms of the parasite. 

Chloroquine is highly effective in the suppression 
and treatment of the acute attack of malaria. How- 
ever, it is ineffective against the exo-erythrocytic 
phase of the parasite. 

In the cases of 101 Korean veterans having ma- 
laria, the authors administered 15 mg. of primaquine 
base once daily for 14 days. Foilowing discharge of 
the patients from the hospital, they were examined 
at monthly intervals at which time thick and thin 
blood smears for malaria were studied to detect 
possible recurrences. 

This study indicated that primaquine was highly 
effective and relatively nontoxic in eliminating the 
tissue phase of P. vivax malaria. However, because 
four patients experienced a recrudescence of the 
disease within 30 days following completion of 
therapy, it was evident that primaquine was not 
so effective as chloroquine against the erythrocytic 
phase of the parasite. 

Because of this experience the authors feel that 
the optimal regimen for relapsing P. vivax malaria 
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should include the concurrent use of an agent ef- 
fective against the erythrocytic phase (chloroquine) 
and an agent effective against the exo-erythrocytic 
phase (primaquine). The recommended regimen is 
chloroquine diphosphate in an initial dose of 1.0 
Gm. followed in 6 hours by 0.5 Gm. On the second 
and third days 0.5 Gm. is given each day (total 
dose, 2.5 Gm.). Primaquine is given in a dose of 
15 mg. of the base once daily for 14 days. (Am. J. 
Med., 17:223, 1954.) 


Bed Rest in Tuberculosis 


Tue Committee on Therapy of the American Tru- 
deau Society emphasizes that, from the facts now 
available, there is no evidence to support a reduc- 
tion in the amount of rest therapy from that of 
past practices except as this may be justified by an 
earlier attainment of an inactive status of tubercu- 
losis as a result of antimicrobial therapy. There 
appears to be no doubt that antimicrobial therapy 
has materially shortened the period of recovery in 
the average case of tuberculosis and that it has 
greatly decreased the case mortality rate. This does 
not necessarily imply, however, that it has altered 
the indications for rest therapy during the active 
phases of the illness. The total period of disability, 
although greatly shortened on the average, must 
still be estimated, even in relatively mild and favor- 
ably responding cases, as a minimum of one year. 
After this period the usual protective restrictions 
as to character and hours of work and the avoidance 
of strenuous exertion or fatigue must be observed 
for at least several years. (Am. Rev. Tuberc., 69: 
1069, 1954.) 


Measles Encephalitis 


TYPHOID VACCINE INJECTIONS are advocated by Knouf 
and Bower for the treatment of measles encephal- 
itis. These authors successfully treated 50 patients 
in whom there was every indication that they would 
remain abnormal. All but five patients were deeply 
comatose (“vegetative”) at the time treatment was 
started. In every instance a minimum of five days of 
normal temperature was permitted to pass before 
treatment with typhoid vaccine was considered. 
Doses of vaccine were expressed in terms of 
numbers of organisms. Using commercial vaccine 
intravenously, the initial dose was 50 million organ- 
isms for children, 100 million for adults. The vac- 
cine was diluted in 300 cc. to 500 cc. of 5 per cent 
dextrose solution and infused at a rate of 100 cc. 
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an hour. On each succeeding day the amount of 
vaccine given was twice that of the previous dose 
if the peak temperature exceeded 103°, and three 
times that if less than 103°. After three to five days 
of treatment, a rest period of three or four days was 
permitted. In some instances the authors used a 
freshly prepared vaccine. This gave comparable 
clinical effects with smaller doses. 

During this treatment good supportive care was 
of the utmost importance, and nurses were in con- 
stant attendance. At the height of the febrile re- 
action to the vaccine, shock was always a threat. 
Tachycardia (pulse above 120 to 130) was inter- 
preted as a sign of impending collapse and was 
treated by a series of small doses of epinephrine 
and by Eschatin. Typhoid vaccine therapy was 
continued until three criteria were satisfied: (1) 
clinical normality, (2) normal electroencephalo- 
gram, (3) normal electroencephalogram obtained 
during the height of response to a vaccine treat- 


ment. (California Med., 81:18, 1954.) 


Septicemia Following Burns 


THE IMPORTANCE of infection in burns has been 
further elucidated by Liedberg, Reiss and Artz who 
reported that septicemia was the cause of death in 
16 of 35 consecutive burn deaths. All of these 16 
patients had severe extensive burns. They had rou- 
tinely received chemotherapeutic agents, which had 
no apparent prophylactic value under the circum- 
stances. 

Usually, evidence of septicemia appeared after 
the immediate postburn period (average, thirteenth 
day). The principal organisms were gram-negative 
bacilli and the Staphylococcus aureus. The clinical 
manifestations were characteristic—high fever, fast 


Preventable by 
Early Excision of 


Preventable by 
Cereful Manipu- ’ 
tetion of Fluid = Fluid imbalance 
(After imme- 


diate Post Burn | 


NOT Preventable 
Chemotherapy Alon 


ax 
‘ag 
inteke. Post Burn 
89 


pulse and respiratory rate, confusion, severe refrac- 
tory hypotension, oliguria, paralytic ileus, positive 
blood cultures, death in spite of administration of 
antibiotics selected on the basis of good in vitro 
antagonism to causative bacteria. 

The authors stated that the portal of entry for 
the bacteria seemed to be the enormous bacterial 
inoculum that resides in or beneath extensive 
eschars. This fact plus the futility of chemotherapy 
led to the proposal that prevention of such deaths 
may require a more radical surgical approach to the 
treatment of severe burns. Specifically the authors 
proposed excision of eschars and application of 
grafts during the immediate postburn period. Noting 
that most surgeons are reluctant to excise eschars 
before a patient’s general condition has become 
stabilized (usually after the twelfth day), the authors 
reminded that a bold course seems justified in pa- 
tients who have sustained full-thickness burns of 
more than 50 per cent of the body surface. Other- 
wise, by careful manipulation of the liquid-electro- 
lyte regimen, such patients may survive the imme- 
diate postburn period, only to develop fatal septi- 
cemia. (Surg., Gynec. @ Obst., 99: 151, 1954.) 


Fat Embolism 


THE SEQUENCE of events in fat embolism is usually 
described as follows: severe injury (usually in- 
cluding fracture of long bones) —> appearance of 
fat globules in blood (source: bone marrow) —> 
lodgment of fat globules in lung capillaries (pul- 
monary fat embolism) —> liberation of ‘‘showers”” 
of fat globules into systemic circulation —> lodg- 
ment of globules in brain capillaries (cerebral fat 
embolism). The pulmonary involvement causes 
ventilatory insufficiency with corresponding symp- 
toms. The cerebral involvement causes symptoms of 
cerebral ischemia. 

Swank and Dugger studied two aspects of fat 
embolism that are not satisfactorily explained by 
the foregoing analysis of the sequence of events. 
These are: (1) The source of fat globules that 
obstruct capillaries is sometimes not apparent from 
the nature of the injury. (2) In some cases, signs of 
cerebral fat embolism develop without preceding 
evidence of pulmonary involvement. 

As a result of their investigations, the authors 
suggested that some fat normally is present in 
globular form in the blood. The lungs function as 
a filter for these fat globules. At a time of severe 
injury with attendant shock, relaxation of vascular 
tone accounts for sudden mobilization of fat globules 


into the systemic circulation including the brain. If 
the injury includes fracture of a long bone, mar- 
row fat may augment the number of circulating fat 
globules so that they reach a critical level and 
provoke cerebral ischemia. If general anesthesia is 
employed in treatment of the injury, the likelihood 
of cerebral fat embolism is somewhat increased 
because of the relaxing effect of the anesthesia on 
vascular tone, including the pulmonary vessels. 
In support of their thought that blood fat normally 
present contributes to fat embolism, the authors 
showed that the likelihood of fat embolism in ex- 
perimental animals could be increased by previous 
heavy feeding—decreased by previous fasting. 

Swank and Dugger made these suggestions for 
prevention and treatment of fat embolism: 

1. Prompt immobilization of fractures 

2. Prevention of shock 

3. Avoidance of anesthesia 

4. Stringent restriction of calories (no fat) for 48 

to 72 hours in patients having fractures. 

In addition, they noted that further studies may 
disclose that heparin has a place in treatment and 
prevention of fat embolism, but warned that heparin 
is a potent biologic substance with varied functions 
—a substance to be used circumspectly. (Surg., 
Gynec. & Obst., 98:641, 1954.) 


Neoplastic Involvement of Meninges 


Rocers AND McDermott report three cases in 
which an erroneous diagnosis of tuberculous men- 
ingitis was made because of low concentrations of 
glucose in the cerebrospinal fluid. These patients 
had nonpurulent meningitis due to neoplastic in- 
vasion of the meninges. Simple mechanical blockage 
of the meninges due to the presence of tumor may 
prevent sugar from crossing the blood-cerebrospinal 
fluid barrier in sufficient quantities to maintain the 
normal ratio between serum and cerebrospinal fluid 
glucose. Furthermore, it has also been shown that 
tumor tissue metabolizes glucose at a greatly in- 
creased rate when compared with normal epithelial 
cells in vitro. 

Because tuberculous meningitis rarely occurs in 
adults in the absence of demonstrable tuberculosis 
elsewhere, the authors suggest that the presence of 
neoplastic meningeal disease should be considered 
in patients with nonpurulent meningitis which is 
accompanied by a low concentration of glucose in 
the cerebrospinal fluid and in whom there is no evi- 
dence of tuberculosis in an extrameningeal site. 


(Am. Rev. Tuberc., 69:1029, 1954.) 
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Lymphosarcoma 


SHIMKIN and co-workers have analyzed the frequency, 
distribution and mortality in 215 cases of various 
types of lymphosarcoma. They were divided into 
four major groups, as follows: 

I. ‘“Lymphadenopathic” lymphosarcoma: ninety- 
five patients with main clinical involvement in 
peripheral lymph nodes. 

II. “Visceral” lymphosarcoma: fifty-two patients 
with main clinical manifestations in abdominal 
or thoracic masses. 

III. ‘‘Special-type” lymphosarcoma: forty-four 
patients with disease clinically limited to some 
specific organ or tissue (gastrointestinal tract, 
oropharynx and tonsil, skin, bone, etc.). 

IV. Giant follicular lymphoma: twenty-four pa- 
tients. 

The peak frequency of the diseases was in the 
sixth decade. The sex ratio was 1.6 males to 1 fe- 
male. From the point of view of years of survival 
after diagnosis, giant follicular lymphoma was the 
most favorable group; visceral lymphosarcoma, the 
least favorable. 

There were no data that indicated that the life 
span was prolonged in generalized lymphosarcoma 
by radiation or other therapy. More important, 
however, was the fact that ten patients seemed 
“cured” (clinically free of disease at five to over 
20 years following treatment). Eight of these pa- 
tients were in the group of “‘special-type” lympho- 
sarcomas, two in the “lymphadenopathic”’ group. 
The authors stated: 

**. . . it follows that at least in some instances 
lymphosarcoma is a localized neoplasm, and that 
earlier detection and adequate treatment of the dis- 
ease will increase to some degree the number of 
cases that remain clinically well for many years.” 
(Ann. Int. Med., 40: 1095, 1954.) 


E. Coli Bacteremia 


Ln A REVIEW of 65 cases of bacteremia owing to E. 
coli, Spittel and associates noted that this is the 
commonest gram-negative bacillus to invade the 
blood stream. In about 60 per cent of the cases, the 
portal of entry was the genitourinary tract, and in 
30 per cent, the gastrointestinal tract including the 
biliary system (see accompanying illustration). In 
about 10 per cent, the portal of entry was not ap- 
parent. Commonly the bacteremia was associated 
with an operative procedure on either the gastro- 
intestinal tract or the urinary tract. 
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Clinical evidence of E. coli bacteremia usually 
appeared suddenly, with chills and high, spiking 
fever. In seven instances there was sudden circula- 
tory collapse. Other features of the disease included 
prostration, anorexia, headache, sweating, leuko- 
cytosis and mild anemia. Four of the 65 patients 
developed metastatic infections—multiple liver ab- 
scesses in two, pneumonia and empyema in one, 
bronchopneumonia in one. 

The best form of therapy appeared to be a com- 
bination of one of the tetracycline drugs and dihy- 
drostreptomycin. There were 17 fatal cases but, in 
11 of these, the bacteremia represented a terminal 
infection associated for the most part with various 
types of malignant neoplasm. (Proc. Staff Meet. 
Mayo Clin., 29: 447. 1954.) 


Primary Hyperparathyroidism 


AccorDING TO MILNE, primary hyperparathyroidism 
is no longer rare. The diagnosis will be made more 
frequently if an awareness of the condition exists, 
especially in patients with renal and ureteral cal- 
culi, Of 302 patients with ureteral or renal calculi, 
four were ultimately proved by the author to have 
hyperparathyroidism—a frequency of 1.3 per cent. 
Two other patients had cystic bone lesions which 


PerCent 


led to the diagnosis, while another was discovered 
to have hyperparathyroidism when an otherwise 
unexplained renal insufficiency was found. 

In any suspected case, serum calcium, phospho- 
rus and protein studies are made. Serum alkaline 
phosphatase is also determined. A bone biopsy 
showing a giant-cell tumor-like formation is highly 
suggestive. However, a modified urinary calcium 
balance study is the most profitable diagnostic pro- 
cedure. This calcium balance study is easily and 
satisfactorily accomplished even in outpatients. 
(New England J. Med., 251:393, 1954.) 


Congenital Hereditary Hematuria 


REYERSBACH AND BUuTLER reported eight patients 
from four families who presented a congenital he- 
reditary syndrome characterized by hematuria and 
often accompanied by nerve deafness. The course 
of the disorder was relatively benign, and exacerba- 
tions of hematuria were usually associated with 
infection of some kind but also occurred sponta- 
neously. Albuminuria, hematuria and cylindruria 
were common findings. Males were affected more 
seriously than females. The importance of this syn- 
drome is that it must be distinguished from acute 
or chronic glomerulonephritis because of its dif- 
ferent etiology, course and prognosis. (New Eng- 
land J. Med., 251:377, 1954.) 


Action of Nalline 


NALLINE effectively counteracts the respiratory de- 
pression of narcotic overdosage, according to Salo- 
mon and his associates. The authors treated 13 
cases of severe respiratory depression induced by 
natural or synthetic alkaloids. Severe respiratory 
depression was the most prominent toxic manifes- 
tation in all, the rate of breathing ranging from 
ten per minute to complete apnea. In addition to 
being slow, respiration was shallow and ineffectual 
in several, and two patients exhibited Cheyne- 
Stokes breathing. 

Following the intravenous administration of 5 
mg. to 10 mg. of Nalline, there was rapid improve- 
ment in all patients. The most striking effect was 
on the respiratory rate which began to rise in 15 
to 30 seconds and reached a minimum of 14 respi- 
rations per minute in all cases. In several patients 
the respiratory rate began to decline again, requir- 
ing a second dose of Nalline. Because of this the 
authors established the routine of following their 
initial intravenous dose with an additional 5 mg. to 


10 mg. of Nalline in 200 cc. to 500 cc. of glucose 
in water given by slow intravenous infusion. Thi. 
prevented any subsequent decline in respiration. 

The action of Nalline upon the sedative effect of 
narcotics was less apparent. The patient became 
more responsive in that there was a definite lighi- 
ening in the depth of sleep and the patient coul: 
be aroused more easily. However, if left alone the 
patient returned to sleep. Against barbiturate poi- 
soning the administration of Nalline did not appear 
to be effective. However, it did not increase narcosis 
in these patients. (Am. J. Med., 17:214, 1954.) 


Hemoglobin C Disease 


Five tyres of human hemoglobin have been de- 
scribed which have been differentiated by variations 
in physicochemical properties. They are classified 
as type A (normal adult), type S (sickle cell), type 
F (fetal) and two more recently recognized abnor- 
mal varieties, type C and type D. 

Homozygous hemoglobin C disease is character- 
ized by a mild hemolytic anemia with splenomegaly 
and variable arthralgia. To date, the disease has 
been found only in the American Negro. The pa- 
tient’s life span does not appear to be shortened by 
the condition. The peripheral blood smear shows 
numerous target cells, fragmented cells, anisocyto- 
sis, poikilocytosis and nucleated red cells. Serum 
bilirubin is normal or slightly elevated and the out- 
put of fecal urobilinogen is increased. The red cells 
show an increased resistance to hypotonic saline 
solution. The sickling test is negative. 

Homozygous hemoglobin C disease must be dis- 
tinguished especially from thalassemia minor. Tar- 
get cells and increased osmotic resistance of red 
cells are found in both conditions. However, true 
hypochromia as well as stippling and erythrocytosis 
are found only in thalassemia. Hemoglobin electro- 
phoresis is required for absolute differentiation. 
This condition should be considered in all cases of 
unexplained anemia, obscure arthralgia and idio- 
pathic splenomegaly in the Negro, according to 
Terry and his associates. (Wew England J. Med., 
251: 365, 1954.) 


X-ray Therapy of Cerebral Metastases 


THE INCIDENCE of brain metastases is not less than 
1 per cent of all cases of cancer, according to a 
recent report by Jen-Hung Chao and his coworkers. 
This means that between 2,000 and 10,000 patients 
in the United States each year are suffering from 
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the symptoms of metastatic cancer of the brain. In 
a study of 38 such cases, the authors have attempt- 
ed to assay the value of radiation therapy directed 
to the brain. The lungs were the source of the meta- 
static lesions in more than half of the cases, other 
primary lesions occurring in the breast, esophagus 
or prostate. 

In spite of the source and type of the tumor, 
palliation occurred in 24 of the 38 cases. The shorter 
the duration of symptoms before the treatment was 
started, the more rapid the recovery of function. 
Of the patients who were relieved by radiation 
therapy, nine died without return of intracranial 
symptoms, 12 developed a recurrence of symptoms 
but four of these were retreated, usually with relief. 
The average survival period after the onset of intra- 
cranial symptoms averaged 8.2 months in 14 pa- 
tients who responded to irradiation, as compared 
to 4.6 months in 12 patients who did not respond 
or did not complete treatments. 

The authors recommended that palliative roent- 
gen-ray therapy be employed for brain metastases 
in all patients whose life expectancy is more than 
a few weeks. In support of their recommendation, 
they stated that the average duration of life in 
patients with brain metastases is not less than four 
months and that the effects of such metastases are 
disabling, distressing and make terminal care diffi- 
cult and expensive. The relief of symptoms usually 
lasts three or four months and, if they recur, fur- 
ther palliation may be expected from a second 
course of treatment. Neither the degree nor duration 
of relief of symptoms can be predicted, and in some 
apparently hopeless cases there have been unexpect- 
edly good results, sometimes lasting for more than 
a year. (Cancer, 7: 682, 1954.) 


Giant Cell Tumor of Bone 


Wuuams and his co-workers have studied a series of 
101 cases of giant cell tumor of bone with regard to 
its characteristics and the optimal method of treat- 
ment. Althouch most of these lesions occur at the 
ends of long bones, tumors also were found in the 
ribs, in the ilium and in the sacrum. Judging by 
their location, the lesions probably originate in re- 
lationship to an epiphysis. Lesions were not ob- 
served in the skull or vertebrae. Trauma did not 
appear to play a role except to call attention to the 
presence of an otherwise silent lesion. 

Most of the tumors occurred between the ages of 
20 and 38. They were more common in females than 
males. Pain was the most common symptom (95 per 
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cent of the patients). Mild and intermittent at the 
onset, pain later became constant and more severe. 
Other signs and symptoms were weakness, instabil- 
ity, limitation of motion of a joint, limping or fever. 

Most of the tumors contained a large amount of 
fibrous tissue, making differentiation of these lesions 
from fibrous dysplasia and osteoid osteoma difficult. 
The osteoid of giant cell tumors is quite different, 
however, from the irregular and the bizarre osteoid 
of osteogenic sarcoma. 

Malignant transformation developed in eight of 
the cases in the authors’ series, usually appearing 
some time after the original histologic diagnosis. 
All of the cases showing malignant changes had 
received x-ray therapy. The authors suggested that 
irradiation does not reduce the incidence of recur- 
rence, and perhaps introduces the hazard of irra- 
diation-induced sarcoma. 

Various types of treatment were carried out for 
these lesions. Complete removal of the tumors, 
either by amputation or by excision of the tumor- 
bearing portion of the bone assured safety from 
recurrence and metastases. Irradiation alone was 
not responsible for a single cure. Currettage plus 
irradiation offered no lower rate of recurrence than 
did currettage alone. 

The authors stressed that adequate amounts of 
tissue are needed for exact diagnosis. They con- 
demned the use of needle biopsy, since this fre- 
quently proves unsatisfactory for accurate histo- 
logic study. Furthermore, they stated that the 
original tumors in the eight cases which became 
secondarily malignant were indistinguishable from 
benign lesions. (Ann. Surg., 140:185, 1954.) 


Diabetic Neuropathy 


AMONG DIABETICS at the Temple University Hos- 
pital, Shuman and Gilpin found that about 50 per 
cent had neuropathic disorders not attributable to 
any other cause than the diabetes. Usually the 
neuropathy improved with adequate control of 
diabetes. Occasionally the neuropathy appeared for 
the first time after treatment of diabetic coma. 

In cases in which diabetic neuropathy did not 
improve or actually progressed in spite of good con- 
trol of diabetes, the authors studied the effects of 
several agents commonly advocated for treatment of 
neuropathy—vitamin By, pregnant mammalian 
liver extract and adenosine triphosphate with thi- 
amine or pantothenic acid. None of these agents ap- 
peared to have a favorable influence on the nerve 
symptoms. (Am. J. M. Sc., 227: 612, 1954.) 


an 


The Post-partum Bladder 


AS THE RESULT of cystoscopic examination of 71 
patients studied immediately after delivery, Funnell 
and his co-workers have determined that the uri- 
nary bladder is definitely insulted during the course 
of labor. A recovery from this injury is rapid in 
most cases—examination by other observers after 
72 hours revealing ecchymosis in only a relatively 
small number of cases. 

The degree of injury is directly proportional to 
the length of labor and to the trauma of operative 
delivery. It is manifested by generalized edema and 
a slightly increased hyperemia as a result of passive 
congestion. The degree is also related to the tight- 
ness of fit between the head and the pelvis, the 
position of the fetal head on engagement while it 
descends through the maternal pelvis and the type 
of delivery which terminates the second stage. In 
a rapid multiparous labor with a short second stage, 
the evidence of bladder trauma is minimal. With 
longer labor, particularly in the occiput posterior 
position, there is more and more evidence of the 
bladder insult. It is most marked in those patients 
with prolonged labor terminated by difficult mid- 
forceps delivery. 

The bladder changes are seen chiefly in the re- 
gions of the trigone, the ureteral orifices and the 
interureteral ridge. In most severe instances, the 
changes extend along the sides of the bladder 
almost to the dome. 

The authors suggest that following prolonged 
labor, or difficult operative delivery, the patients be 
catheterized. If there is gross blood in the urine, 
it indicates severe trauma and cystoscopy is indi- 
cated at once. If no irreversible trauma is found, 
an indwelling catheter should be inserted and al- 
lowed to remain in place until the hematuria has 
disappeared. (Am. J. Obst. ¢ Gynec., 67:1249, 
1954.) 


Cholangiography 


ALTHOUGH the use of cholangiography during sur- 
gery presents some definite problems, it is of con- 
siderable value in preventing the retention of com- 
mon duct stones, according to a recent report by 
Howard. In order to secure satisfactory cholangio- 
grams, it is necessary to use a Bucky diaphragm 
and a rubber mattress cut to fit well up about it. 
By this means and with the aid of cooperative 
x-ray technicians, cholangiograms can be obtained 
with relative ease during surgery. 


The author has described a technique for x-ray 
visualization of the common bile duct by injecting 
35 per cent Diodrast through the cystic duct. A 
22-gauge needle, four inches long, or a tonsil 
needle, is used for the injection, the needle being 
slipped into the cystic duct and a tie placed around 
the duct and needle to prevent reflux of bile or dye. 
While the x-ray is being developed, the gall-bladder 
can be removed and, when the film has been de- 
veloped, the common duct can be dealt with as 
indicated by it. If stones are present, the common 
duct is opened, the stones removed, a uterine probe 
slipped through the ampulla of Vater and the duct 
thoroughly palpated. After the T-tube has been 
inserted, Diodrast may be injected (15 to 20 cc.) 
and then an x-ray film taken to see that no com- 
mon duct stones remain. 

Although it is true that by the use of cholangi- 
ography the common duct may occasionally be 
opened unnecessarily because of a “ghost stone,” 
the common bile duct is explored in 45 to 50 per 
cent of cases by all surgeons, and stones are found 
in only 30 to 35 per cent, indicating unnecessary 
opening of the duct in about 15 per cent of cases. 
Cholangiography may not only reveal stones and 
strictures but, in two cases reported by the author, 
it also demonstrated the common bile duct empty- 
ing into a diverticulum of the duodenum. (Am. J. 
Surg., 88:56, 1954.) 


Pelvic Tumors Complicating Pregnancy 


OvaRIAN TUMORS complicating pregnancy present a 
challenging diagnostic and therapeutic problem, 
according to a recent report by Gustafson and his 
co-workers. In a study of more than 1,000 preg- 
nancies they found 45 cases of surgically proven 
ovarian tumors 6 cm. or larger. In the study of 
these cases, they arrived at several conclusions 
regarding the optimal methods for diagnosis and 
treatment of such lesions. 

An ovarian enlargement of less than 6 cm. is 
frequently encountered early in pregnancy, is usu- 
ally due to a cystic corpus luteum and, in most 
instances, it disappears as pregnancy advances. If 
rupture should occur with intra-abdominal hemor- 
rhage, however, differential diagnosis from ectopic 
pregnancy cannot be made and laparotomy is 
indicated. This does not result in interruption of 
pregnancy in many instances, but postoperative 
progesterone therapy should be carried out. 

If an ovarian tumor 6 cm. or larger is found in the 
first trimester, it usually is a neoplasm and should 
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be removed early in the second trimester unless 
twisting of the pedicle or rupture necessitates im- 
mediate surgery. The authors found it impossible 
to differentiate the various tumors preoperatively, 
with the exception of the roentgenographic demon- 
stration of the characteristic complications of der- 
moids. Patients operated upon for ovarian tumors 
in the first or second trimester may be allowed to 
go through labor without fear of wound disruption. 

The diagnosis of ovarian tumors in the third 
trimester is difficult because of the enlargement of 
the uterus and the ever-present danger of patho- 
logic changes in the cyst and the dislodgment of 
the fetus by the cyst. The diagnosis of an ovarian 
tumor 8 cm. or larger at term warrants Cesarean 
section and removal of the tumor. To displace the 
ovarian tumor upward, manually, may risk rupture 
with the development of peritonitis, and to attempt 
to collapse the tumor by needle or trochar through 
the cul-de-sac involves too great a possibility of 
intraperitoneal spill of the tumor contents. 

Four of five of the tumors obstructing the birth 
canal in this series were dermoids. The possibility 
of malignancy in ovarian tumors complicating 
pregnancy is always present, and each case must be 
treated according to its own merits. (Am. J. Obst. 
é> Gynec., 67:1210, 1954.) 


Periarthritis of Shoulder 


IN HIS REVIEW of shoulder pain following myocardial 
infarction, Scheifley noted that the association of 
these two conditions is too frequent to be coinci- 
dental. Commonly the shoulder periarthritis de- 
velops on the side to which cardiac pain had radi- 
ated. This fact and others support the view that 
the initiating factor is some kind of “‘reflex”” mech- 
anism. However, there is also support for the idea 
that “disuse” is the prime factor. Further study of 
the pathogenesis of this disabling sequel of coronary 
occlusion would seem to require some new ap- 
proach. (Proc. Staff Meet. Mayo Clin., 29: 363, 
1954.) 

Periarthritis of the shoulder is also common in 
patients having pulmonary tuberculosis, according 
to Franklin and Nemcik. They found that the 
trouble is mainly restricted to patients over 40 years 
of age who have been kept at strict bed rest for the 
treatment of the tuberculosis. There was no rela- 
tionship of shoulder pain to the duration, extent or 
location of the lesions. These facts strongly suggest 
that disuse was the prime etiologic mechanism. 
These authors advocated a program of active 
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shoulder exercises (movements of arms through 
complete range of motion twice daily for three to 
five minutes) for all patients over 40 years of age 
who are hospitalized for the treatment of tuberculo- 
sis. Aggressive physical therapy was thought to be 
desirable if shoulder dysfunction develops in spite 
of the prophylactic program. (Am. J. M. Sc., 
227: 601, 1954.) 


Gastric Cancer in Pernicious Anemia 


GasTRIC CANCER is known to be more prevalent in 
patients having pernicious anemia than in compa- 
rable patients who do not have pernicious anemia. 
Schell, Dockerty and Comfort studied 94 cases in 
which the two diseases coexisted. They concluded 
that a gastric carcinoma in a patient with pernicious 
anemia “tends to be (a) polypoid, (b) fundic or 
cardiac in origin, (c) multicentric, (d) of lower av- 
erage grade, (e) of a mixture of grades and (f) very 
late in causing symptoms owing to the constant 
achlorhydria and fundal position which often char- 
acterize the tumor.” 

In view of some of these features, the authors 
questioned the adequacy of subtotal gastrectomy for 
treatment of such cases. They also warned that the 
diagnosis of pernicious anemia is sometimes ob- 
scured because the anemia is likely to be hypo- 
chromic when gastric carcinoma is developing con- 
comitantly. (Surg., Gynec. > Obst., 98: 710, 1954.) 


Coronary Disease in Diabetes 


An ine of the prevalence of coronary artery dis- 
ease among diabetic patients was obtained from an 
analysis of autopsy material by Feldman and Feld- 
man. In 1,319 consecutive adult autopsies, there 
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were 137 cases of diabetes mellitus. The incidence 
of coronary artery occlusion or myocardial infarc- 
tion in these patients was compared with the inci- 
dence of these lesions in nondiabetics. Results are 
shown in the accompanying diagram. (Am. J. M. 
Sc., 228: 53, 1954.) 


Long-term Anticoagulant Therapy 


TULLOCH AND WRIGHT have reported on 227 cases 
in which anticoagulant therapy was given on an 
outpatient basis for four weeks or longer. The re- 
sults substantiated previous experiences which had 
shown that the technique is feasible and had sug- 
gested that it may protect patients against episodes 
of thromboembolism. 

Dicumarol was used in most cases and seemed to 
give a more stable effect on prothrombin values than 
the other anticoagulant used in this series (Tro- 
mexan). Prothrombin estimations were done by the 
Quick method. Doses were regulated with a view to 
keeping the prothrombin time at 25 to 30 seconds. 
Weekly estimations sufficed, once the initial phase 
of adjustment of dosage had passed, or unless com- 
plications intervened. Dosages had to be individual- 
ized but, once the maintenance dose had been as- 
certained, there were only occasional instances in 
which it had to be changed because of fluctuations 
of the prothrombin values. 

The chief criterion for long-term anticoagulant 
therapy was the existence of a disease in which there 
was high risk of thromboembolic disorders. In addi- 
tion, it was required that patients be intelligent and 
cooperative. 

Complications, both thrombotic and hemorrhagic, 
did occur at all levels of prothrombin values. How- 
ever, most of the thrombotic complications devel- 
oped when the prothrombin time was less than 20 
seconds, and most of the hemorrhagic complications 
when the prothrombin time was more than 25 sec- 
onds. The only serious hemorrhagic complication 
was intracranial bleeding (fatal in one case). Ad- 
ministration of vitamin K; by mouth (500 mg. to 
1.0 Gm.) was thought to be the best agent for resto- 
ration of prothrombin values to normal in case of 
bleeding. (Circulation, 9: 823, 1954.) 


Chylous Mesenteric Cysts 


Cuytous cysts of the mesentery are rare tumors, 
sometimes representing true lymphangiomas. Sim- 
ilar lymphatic cysts may result from obstruction. 
Reporting four cases in children below the age of 10 


years, Handelsman and Ravitch noted that pain was 
the prominent initial symptom that brought the 
children to the hospital. In two instances, the pain 
was colicky and apparently due to intestinal ob- 
struction. The other two patients had high fever 
and leukocytosis and, in these instances, the authors 
believed that necrosis in the interior of the tumor 
may have resulted in the escape of chylous material 
into the cyst wall or blood stream. This was con- 
firmed by the finding of considerable fibrous pro- 
liferation and evidence of chronic inflammation in 
pathologic sections of the tumors. A palpable mass 
was detected in only one of the four patients pre- 
operatively, although other authors have remarked 
upon the frequency of this physical finding. 
Although some cysts lying entirely within the 
leaves of the mesentery may be dissected free with- 
out resection of bowel, in each of the patients re- 
ported, the cyst was so closely attached to the in- 
testinal wall that resection of the bowel was the 
simplest procedure. (Ann. Surg., 140: 185, 1954.) 


Chronic “Stasis” Ulcer of Leg 


A NEW enzyme-antibiotic regimen for treatment of 
chronic “stasis” leg ulcers has been introduced by 
Spier and Cliffton. The authors emphasized that 
these medicaments do not replace basic methods for 
relief of stasis—elevation, diet, elastic bandages. 
Patients were managed by weekly outpatient visits. 

The involved area was first washed with pHisoHex. 
Then a water-soluble ointment was applied and the 
area covered with a sterile dressing and the leg 
bandaged with an elastic bandage. The patient was 
directed to reapply the ointment daily at home. 

The ingredients of the ointment were varied 
according to the condition of the ulcer. When 
debris and exudate were present, as was usually 
true initially, a mixture of plasminogen and an 
antibiotic was used for a short period. Plasminogen 
is a fibrin-lysing substance prepared from fraction 
III of human plasma, and activated with strep- 
tokinase-streptodornase. It is: ‘ta direct potent 
physiologic enzyme for the débridement of wounds. 
The antibiotic of the mixture was either oxytetra- 
cycline or bacitracin.” 

When the wound had been cleared up or when 
there was no necrotic debris initially, the ointment 
consisted of a mixture of hyaluronidase and one of 
the same antibiotics. This was used as long as there 
was evidence of cellulitis. In the absence of cellulitis, 
hyaluronidase was used alone, to promote epithelia- 


lization. (Surg., Gynec. ¢& Obst., 98:667, 1954.) 
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Examination of Prostatic Secretion 
Q. Should a prostatic massage be a part of a routine complete 


annual examination? 

This question was referred for answering to three au- 
thorities: a general practitioner, an internist and a urologist. 
Their separate answers follow. 

A. GENERAL PRACTITIONER: Prostatic massage to 
obtain prostatic secretion is simple and easy and 
microscopic examination is easy. Why not do it? A 
doctor should never omit a rectal examination! Fol- 
lowing through on the prostatic massage and exam- 
ination of secretion should be automatic. 

a. INTERNIST: A prostatic massage with examina- 
tion of the expressed secretion should be a part of a 
routine complete annual physical examination. 
Many cases of low-grade chronic nonspecific pros- 
tatitis are discovered in this way. Although it is not 
certain how important it is to relieve such a condi- 
tion or what effect it may have on the health of the 
patient, nevertheless it seems advisable as a preven- 
tive measure. However, there are no good data 
supporting any theory that chronic prostatitis may 
act as a focus of infection. 

a. Urotocist: I think that examination of the ex- 
pressed prostatic fluid with the microscope should 
form a routine part of the annual physical examina- 
tion, not that I believe that the prostate is particu- 
larly important as a “focus of infection” but rather 
that this makes the examination more complete and 
obviates the possibility that an attack of vesical irri- 
tation incident to a flare-up of a prostatitis occurring 
a few days after the physical examination, will lead 
the patient to believe that the physician overlooked 
something. Moreover, the presence of pus in the 
prostatic fluid might offer an explanation of a minor 
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backache or perineal discomfort which the patient 
had not thought to mention in his history. 


Chronic Lead Poisoning 


Q. What are the latest concepts of therapy in the treatment of 
chronic lead poisoning? 


a. The present-day treatment of lead poisoning 
results from the discovery of several agents that 
mobilize lead from the blood, tissues and bones, 
and transport it in a nontoxic, nonionizable complex 
to be excreted by the kidney. 

1. BAL (2, 3-dimercaptopropanol), 2 to 4 mg. 
per kilogram every four hours, as a 10 per cent 
solution in benzyl benzoate and oil intramuscularly, 
is given for a total of ten days. By combining with 
the free and available lead in the blood and tissues, 
displacing it from the sulfhydryl (SH) groups of 
proteins, a metal-BAL complex is formed which is 
presumably nontoxic and is excreted or stored in 
body tissues as a stable compound. 

2. Sodium citrate forms with lead, a soluble com- 
plex of low disassociation. Oral ingestion of 1 to 2 
grams three times a day results in subsidence of 
acute symptoms with a moderate decrease of lead 
in the blood and increase in urinary output. This 
treatment should be maintained for at least two 
months. 

3. EDTA (ethylenediaminetetra-acetic acid) is 
the treatment of choice. The calcium salt, disodium 
calcium versenate, is given in the dosage of 0.5 
to 1 gram three times daily for five days. The treat- 
ment is then stopped for three days and repeated if 
necessary. Depending upon the size of the child in 
the range of 1 to 2% years, the smaller dose is 
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used, and for a larger child about 5 to 8 years of 
age, the larger dose is employed. This treatment 
has proved eminently satisfactory and will probably 
replace all other specific treatment for lead poison- 
ing. No untoward reactions have been observed 
with the drug other than occasional observation of a 
falling prothrombin time which should be corrected 
by the administration of vitamin K. 

The usual supportive measures are of course of 
paramount importance and convulsions can be 
managed by the intramuscular administration of 
magnesium sulfate, 0.2 to 0.4 cc. of the 25 per cent 
solution per kilogram of body weight every six 
hours. Prophylaxis against infection with broad- 
spectrum antibiotics, barbiturates for sedation and 
even cranial decompression are variously indicated. 


Treatment of Pinworms 
Q. What is the latest accepted treatment for pinworms? 


A. Gentian violet is still used and is perhaps the 
most effective remedy for eradication of pinworms. 
The dosage is 0.02 Gm. to 0.18 Gm. a day for 
seven days. However, gentian violet frequently causes 
gastrointestinal distress; vomiting is not unusual. 
Oxytetracycline and bacitracin have been recom- 
mended. Recently (J. Pediat., 44: 380, 1954) Askue 
and Tufts gave a report on several drugs including 
Cremothalidine. The latter is a liquid and easier to 
administer than tablets. Neomycin has also been 
used in combination with gentian violet. The usual 
duration of treatment with any of the drugs varies 
from one to two weeks. Some patients recover spon- 
taneously ; others are very resistant to therapy. 


Ultraviolet Treatment of Water 


Q. What is the current status of ultraviolet radiation of water 
supplies? The director of a children’s day camp here has in- 
stalled one and claims that water samples tested came back 
entirely negative. Brooks, ponds, etc. feeding the camp area 
are known to be polluted. For some reason or other, no mechan- 
ical chlorinator has ever been installed. What may you suggest? 


a. It has been demonstrated that ultraviolet radi- 
ation for the disinfection of water supplies is suc- 
cessful. There are several factors which mitigate 
against its use: 

1. The effectiveness of the radiation depends to 

a considerable extent on the quality of the water 

being treated. Should, due to heavy rains, the 

water become very turbid, the ultraviolet radia- 
tion might not penetrate throughout the water. 

2. Failure of the equipment or a weakening of 


the source of radiation might go for a consider- 

able time undetected. 

3. Most important is the fact that there is no 

positive control to assure continuous disinfection 

by ultraviolet radiation as there is when chlorine 
is used. To check the effectiveness or the con- 
tinuous adequate operation of the ultraviolet 
equipment, it would be necessary to take a sample 
and run a bacteriologic test on the treated water. 

This takes several days and requires skilled per- 

sonnel working in a special laboratory. A check 

for adequate chlorination may be made in a mat- 
ter of minutes at any time by untrained personnel. 

Failure of a chlorinator is more likely to be de- 

tected than failure of an ultraviolet source. 

For small camp installations, we have found that 
small hypochlorinators (water-driven, engine-driven 
or electric motor-driven) are entirely satisfactory. 
Where power is available, the electric motor-driven 
equipment is most satisfactory. 


Pangamic Acid 


Q. Of what value is pangamic acid (so-called vitamin Bj5) in 
the treatment of cardiovascular diseases? 


a. Pangamic acid (dimethylaminoacetylglucur- 
onic acid) was first isolated from apricot kernels, as 
described in International Record of Medicine (164: 
18, 1951). At one time there were rumors that this 
compound might be useful in the treatment of an- 
gina. As far as can be ascertained, these were never 
substantiated. One reputable pharmaceutical com- 
pany is said to have studied pangamic acid for about 
a year, then dropped it because claims for desirable 
physiologic activity could not be confirmed. 


Cervical Mucus Crystallization 


Q. Will you please describe the cervical mucus crystallization 
phenomenon as a means of determining time of ovulation. 


a. The cervical mucus crystallization phenome- 
non is not an indication of the time of ovulation. 
Noncrystallization of cervical mucus means that 
ovulation has occurred and that progesterone is 
being produced by the corpus luteum. According 
to Roland, crystals remain until the twentieth to 
twenty-second day of the cycle and disappear some- 
time during the week prior to menstruation (Am. 
J. Obst. & Gynec., 63:81, 1952). If ovulation does 
not occur, no corpus luteum is formed, no proges- 
terone is produced and an estrogen effect with 
crystallization of the cervical mucus is seen up until 
the time of menstruation. 
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Care in the Use of X-Ray Film Pays 


BY J. B. WOODSON, JR. 


ARE THE GREMLINS smudging up your roentgeno- 
grams? Well, care, in many cases, spells the differ- 
ence between a good roentgenogram and a poor 
one. Care in handling and processing a film can 
prevent such faults as streaks, smears, air-bells, 
discoloration, uneven development and_ various 
sorts of static. Some of the things you can do to pre- 
vent such difficulties will be outlined here for you. 

The manufacture of x-ray film is a sensitive busi- 
ness in more ways than one; and in the manu- 
facturing process, the film receives nothing but the 
best of care. 

X-ray film comes from cotton, ore and modern 
chemistry. The clear film base comes from cotton, 
the gelatin emulsion from the bones of cattle and 
from ore comes the silver compound which is made 
sensitive to light. The entire manufacturing pro- 
cess, carried out in dust-free, air-conditioned sur- 
roundings, calls for scientific precision, so that you 
get the best possible films for your use. And, the 
same amount of care exercised by the manufactur- 
er should be observed by you—/f you’re to get the 
most out of the film. 

Here are some of the bugaboos which can affect 
x-ray film after it reaches you, bugaboos over which 
you can and should exercise care: heat, dampness, 
light and radiation. These are factors which can 
cause a lot of damage if they’re not controlled. And 
control begins with proper storage. 

As far as heat is concerned, ideal storage is in a 
dry and cool room, as near to 50 per cent relative 
humidity and 70 degrees F. as possible. Temper- 
ature is the most important single factor affecting 
the quality of film. High temperatures will shorten 
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film life greatly. For example, at 115 degrees F., 
film will fog objectionably within a few weeks, but 
at 140 degrees F., it will fog within just a few 
hours! 

Watch out for gasoline, coal gas, ammonia, ether, 
turpentine, benzene, carbon tetrachloride and 
paint, the strong fumes of which will hasten film 
deterioration. 

Unprocessed film needs protection, too, against 
radiation, so if therapy is used, be very careful. 


Radiation Ruins Film 


Radiation is a hazard to film, whether it’s from 
X-ray equipment, radium or radioactive isotopes. 
For the most part, however, modern building con- 
struction provides adequate protection. But, if 
you have any doubt whether your darkroom is 
radiation-proof, try this: 

Tape a coin to a loaded cassette, and leave it near 
the place where you think there might be a radia- 
tion leak. If the developed film shows an image of 
the coin, steps should be taken, of course, to stop 
the leak. 

Don’t overlook expiration dates. There’s a defi- 
nite purpose for the expiration date on each box: 
to allow you to use the oldest film first—just as you 
do dated coffee, eggs and milk. The fresher x-ray 
film is when used, the better the results. There- 
fore, store film boxes in chronologic order, and 
use the oldest box first. 

So much for film storage. But what about the 
darkroom in which the film is used? It should be 
dark enough to protect the film, and yet light 
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Deposits which form on the walls of developer tanks may be re- 
moved by the use of a dilute solution of muriatic acid (28 to 38 per 
cent hydrochloric acid, commercial grade) as follows: Run a little 
cold water into the drained tank, add about one-half pint of muri- 
atic acid per each gallon of tank capacity, fill the tank with hot 
water, cover, and let the solution stand for at least 30 minutes. 
Drain. Rinse the tank walls with fresh water. Then wipe the tank 
with a clean cloth or cellulose sponge. 


To insure even development, the developing solution should be 

stirred each morning before use. A churn-type agitator (as shown) 

is recommended. Accumulated scum in the developer tank 

should be skimmed off daily with a paper towel. 


enough so that you can do your work easily. This 
calls for a proper safelight filter. A Wratten 6-B 
amber filter, or its equivalent, is recommended be- 
cause it gives maximum visibility with the least 
fogging. But even the right filter is unsatisfactory if 
the bulb behind it is too bright. Use only the recom- 
mended wattage (approximately 7 watts). 

Unwanted light has a knack of straying into 
darkrooms in several ways: through keyholes, 
under doors, through cracks in partitions, and 
even through safelight filters that are cracked, 
chipped or faded. These leaks should be elimi- 
nated unless you’re willing to use inferior roent- 
genograms. 

Is your darkroom ventilated adequately? Lack 
of proper ventilation means stale, odorous air, and 
a more tiring day for the x-ray technician. For good 
circulation of air at all times, a light-trapping maze 
entrance is preferable to a door. Also, a darkroom 
exhaust fan generally is desirable. 

Two indispensable darkroom tools are an ac- 
curate timer and a good thermometer. But the 
mere presence of these tools is not enough. You 
have to use them, because both time and temper- 
ature are very important. 


Time-Temperature Recommended 


For uniformly excellent results, there’s no sub- 
stitute for the time-temperature method of develop- 
ment. The visual or “inspection” method involves 
too many variables which can cause trouble, such 
as fog caused by holding the film too close to the 
safelight and variations in density due to differen- 
ces in one’s ability to see in the dimly lighted 
processing room. 

Keeping dust at a minimum will save you a lot of 
trouble. The little dust imps cause either black or 
white specks on the film. They can scratch screens 
and contaminate processing solutions. And, inci- 
dentally, when we mention dust, we mean all kinds 
of dust, including that from dried processing solu- 
tions. Chemical dust, the main source of film specks, 
can be curbed by a regular sponging off of tanks and 
tank covers after use. This prevents drops of de- 
veloper and fixer from drying into a powder, later 
flaking off into dust—dust which will cause spots on 
films and screens. 

Next, an old problem—static. And a little care 
can go a long way toward elimination of this buga- 

The following equipment and accessories should 
be grounded: 
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(1) Metal top of film loading bench (grounded 
to nearest water pipe) 

(2) Vertical cassette holder 

(3) X-ray table 

(4) Other equipment which contacts the cas- 
settes. 

In the darkroom, avoid the following: (1) non- 
conductive floor coverings, such as rubber tile; 
(2) hard floor waxes on concrete, etc.; (3) rubber 
and plastic-soled shoes; (4) cassettes with loose 
hinges, warped fronts or bent backs; and (5) in- 
tensifying screens with worn surfaces. 

Static markings often result from rapid handling 
of film; a quick removal of a sheet from its box, for 
example. Static may be generated by motions which 
accompany the removal of film from interleaving 
paper. The latter problem has been eliminated in 
Du Pont “‘NIF” noninterleaved film. ““NIF” pack- 
ages have no separating sheets of paper which 
could cause static. 

Smudge static marks probably result from photo- 
graphic exposure to visible static sparks which 
occur in the air next to the film surface. The static 
pattern is induced by dust, lint or a roughened 
intensifying screen surface. 

Cassettes and boxes of film forced tightly into the 
same storage bin can cause trouble for you, too. 
Wedging of cassettes against film may cause pres- 
sure marks or static and may puncture film boxes 
to cause light leaks. 

In a cassette, a prime essential for sharp roent- 
genographic detail is perfect contact between film 
and intensifying screens. To test the contact, place 
a piece of 4” mesh wire screen on top of a loaded 
cassette so that it covers the entire cassette and 
lays flat. Then make an exposure one-half that re- 
quired for a hand. In the processed film, if contact 
is good, the edges of the wire screen will be sharp, 
but fuzzy if contact is poor. 

Poor contact can best be eliminated by recon- 
ditioning or replacing the cassettes. 


Beware of Dust and Dirt 


Cassettes should not be left open longer than 
the time needed to insert or remove an x-ray film. 
Otherwise, dust and other foreign matter will col- 
lect inside to act as an abrasive on intensifying 
screen surfaces, causing unnecessary wear. And, 
remember, screens should be dusted periodically 
with a camel’s hair brush, or a clean, soft, lintless 
cloth, 

A dirty screen produces its own particular pat- 
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tern of white spots. Hence, by simultaneously ex- 
amining two films exposed in the same cassette, if 
the spot patterns can be superimposed, the culprit 
screen causing the trouble can be identified. 

The numbering of cassettes, particularly when 
a large quantity is in use, will allow an easy 
tracing of roentgenographic defects to the faulty 
cassette. 

Periodically, cassettes should be opened in day- 
light so that the intensifying screens may be ex- 
amined for weat and for foreign matter, such as 
particles of dirt, dandruff, cigarette ash, hair from 
felt, etc. If dirt or smudges have been ground into 
the screen surface so they cannot be removed by 
rubbing with a water-dampened cloth, Du Pont 
“Patterson” screens may be cleaned by wiping 
lightly with cotton or soft flannel cloth moistened 
in pure grain alcohol (ethyl alcohol to which no 
denaturants have been added) or Solox solvent. 
Other makes of screens may require a different 
cleaning agent, hence, the manufacturer’s recom- 
mendations should be ascertained. 

It is well to “know” your cassettes. Different 
types and different makes of screens often produce 
quite different results. Of course, nonuniform speed 
screens used interchangeably produce nonuniform 
roentgenograms. 

To test for possible variation in speeds of screens 
or cassettes, you may make comparative x-rays in 
this manner: 

Using the cassettes in question, expose the two 
films simultaneously on identical parts of the body, 
say, the knees. By exposing both at once, with 
other factors constant, any possible variation due 
to fluctuation in the output of the machine is elimi- 
nated, provided the x-ray tube is centered proper- 
ly, of course. Develop the films simultaneously. 
Any difference in densities of the two finished radio- 
graphs will be a result of differences in screens and 
cassettes. 

Cleanliness is a prime essential in roentgenog- 
raphy, particularly when it comes to the processing. 
Thermometers, hangers and tanks must be kept 
clean and care taken that processing solutions are not 
splashed and allowed to dry on the equipment. 
Droplets of the solutions dry into the fine chemical 
powder which spots screens and films. And, to 
keep chemical dust at a minimum, fresh solutions 
should not be mixed from chemical powders in the 
darkroom if another room is available. 

Growth of algae in film washing tanks sometimes 
presents a problem. Filtration of incoming water is 
a basic step in eliminating algae from the washer. 
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Pressure markings may appear on roentgenograms when film 
boxes are wedged tightly into storage bins, hence such practice 
should be avoided. For best results, use the oldest film first. 


Proper temperature is very essential in the processing of roentgeno- 
grams of high quality, and the time-temperature method of devel- 
opment assures consistently good results. Too meny variables in 
the “inspection” method, such as limitations of one’s own vision, 
preclude uniformity in the degree of image development obtained. 


Some specifications for a filter are: 

(1) A pore opening of not more than 35 microns 
(mean), 

(2) A water flow capacity of at least 10 gallons 
per minute, 

(3) A line pressure drop of less than 0.5 pounds 
per square inch. 

Although several photographically neutral algae- 
cides are available for the control of this problem, 
a simple method of eliminating or minimizing 
growth of algae is to allow the water compartment 
to dry during weekends. Or the empty compart- 
ment may be exposed to ultraviolet light, an algae 
killer. 

Even development is essential to good roentgenog- 
raphy. And, to obtain even, over-all development, 
the developer must be stirred thoroughly each 
morning. Any scum present in the solution should 
be skimmed off the surface by means of, say, a 
paper towel. 

Here are some suggestions to help avoid particu- 
lar processing difficulties: 

To prevent formation of air bubbles which cause 
small light spots or “‘pin-holes” in processing, it is 
important that the film be agitated thoroughly for 
the first several seconds in the developer. And as 
soon as the timer rings, the film should be taken 
out of the developer immediately. 

In removing the film, the ‘‘run-back” of develop- 
er from the sheet into the tank should be kept to a 
minimum (limited to about 2 seconds). “Run- 
back” drippings weaken the developer. Too, 
enough developer should be carried off to make 
room for the replenisher. 


Mind the Fixation Procedure! 


And don’t slight the fixation procedure! The 
purpose of the fixer or “hypo” is to remove unaf- 
fected silver salts from the emulsion and to harden 
the gelatin. Insufficient fixation, resulting from too 
brief a fixing time or from a weak solution, will not 
permit removal of the unexposed silver compounds 
from the emulsion. Therefore, a month or so later, 
resulting discoloration and streakiness may impair 
the roentgenographic image. 

Rule of thumb for proper fixation: Leave the 
film in the fixer two times longer than is needed 
for emulsion cloudiness to disappear. 

Of course, you should follow through with recom- 
mended washing time to remove the fixer residue 
left in the emulsion, to insure a long image life. 
In removing hypo, a short fast-flow washing is 
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better than one of long, low-flow. The longer wash- 
ing period causes excessive swelling and softening 
of the gelatin, greater absorption of water and 
consequently, longer drying periods. During the 
washing period, incidentally, you should make sure 
the top of the film hanger is covered, so that any 
developer or fixer chemicals which have been 
splashed there will wash off. 

The film should be dried at a temperature some- 
where between 75 degrees and 95 degrees F. Below 
75 degrees, drying time increases greatly. At high- 
er than 95 degrees, buckling, brittleness, water 
spot drying marks and streaks due to uneven dry- 
ing may occur. The preferred humidity range for 
drying is 15 to 40 per cent. 

When immediate examination of a roentgeno- 
gram is needed, the following rapid-processing 
technique is recommended for Du Pont film: 

Double the milliampere-seconds if capacity of 
the equipment permits. Reduce the developing 
time to one-half. Develop Du Pont film 30 seconds 
at 80 degrees F. in a solution of one part Du Pont 
Liquid Concentrated Developer and one part 
water. Rinse 10 seconds in water or acid-stop at 
the same temperature. Fix until clear (about 20 
seconds). After viewing the film, replace it in the 
fixer and complete the processing in the normal 
manner. Pure and simple care will eliminate or hold 
to a minimum the various difficulties encountered 
by the roentgenologist or x-ray technician, includ- 
ing, to repeat a few: streaks, smears, air-bells, spots 
and static. 


A prime requirement for good results in roentgenology is clean- 
liness. Sinks, tanks, and tank lids should be sponged off period- 
ically to prevent crystalli-ation of processing solutions. Dried 
droplets of developer and fixer form a fine powder which will 
cause defects in roentgenograms. 


It takes only a little more time and effort to 
handle film and laboratory equipment with proper 
care—care which will result in radiographs of a 
much higher quality. 


Note: Solox solvent is manufactured by United States In- 
dustrial Chemicals Company, 60 East 42nd Street, New York 
17, N.Y. 


Mr. Woodson is associated with the Photo Products Service 
of the E. I. DuPont de Nemours & Co., Inc., Wilmington, 
Delaware. 
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“Don't buy too many books. Time for reading is limited and many are 


Caveat Emptor—at Least a Little! 


BY RUTH Q. SUN 


WHILE WATCHING a late-model housewife toss to the 
discard an interesting assortment of items she had 
considered recent essential additions to her over- 
worked charge accounts, we were struck with an 
idea. No, not really that earthshaking. Call it a 
notion. 

Doctors, we muttered to ourself, must buy a lot 
of things for their practice that they find not really 
needful. Let’s find out. Accordingly, a few months 
back, we surveyed a section of the Academy mem- 
bership. Like pent-up volcanoes, the answers boiled 
back. Everything from glass boots to medical 
journals (ouch!). From dressing gowns to dia- 
thermies to floating magnifiers with fluorescent 
light. From bookkeeping systems to BMR machines 
to ballistocardiograph (“no time to run it!”’). From 
allergy testing lists to all sorts of esoteric apparatus. 
With comments. 

We hasten to coin a phrase before elaborating. 
One man’s meat is another man’s poison. And 
what one doctor may find less vital to his particular 
practice than he thought it would be when he 
signed on the dotted line may be exactly the thing a 
neighboring physician can’t get on without. We’re 
certainly consoling ourselves that that’s true of 
medical journals! 

Anyway, almost a quarter of those who replied to 
our questionnaire put themselves on record as feel- 
ing they could practice successfully without an 
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ultraviolet light. One loyal soul from California 
said he found the California sunlight adequate! 
The others didn’t elaborate. 

Some doctors stock up on equipment they expect 
to use and then find the demands of their particular 
practice don’t warrant its purchase. One doctor 
bought an ether suction machine, then found he 
had so improved his use of local anesthesia, and 
was doing less office surgery on children anyway, 
that the machine was seldom used. Another man 
stocked up on tonsil and adenoid instruments, then 
developed a private practice in which he never 
took out tonsils! Another reports he bought a 
clinical camera, but never found time to use it. Still 
another reports his diathermy machine unused in a 
city practice in which orthopods take over this sort 
of treatment. And another doctor finds he has 
failed to use his fluoroscope as much as he had 
anticipated, might even get along without it. 

For many of these miscalculations, the doctors 
have only themselves to blame; and it’s natural that 
a physician just starting out should be unable to 
judge with complete accuracy exactly the trend his 
practice will take. Many of them, however, take 
out after “high pressure salesmen.” 

I stocked up with too many new, unproved 
drugs recommended by a high pressure salesman,” 
sadly comments one member of our sampling. 
**Beware of high pressure salesmen for non-medical 


GP « Volume X, Number 6 


| 
| 
: = 
= 
4 | * 
| 
} 
104 


books!”’ warns another. ‘Don’t be talked into over- 
buying life insurance during the first year in 
practice,” advises a third. “Don’t let a salesman 
talk you into all types of instruments,” cautions a 
fourth. “Don’t get excessive supplies of drugs,” 
admonishes a fifth, adding, ‘“‘Salesmen always have a 
deal on—get good drugs, but few.” 


A Bit of Sound Advice 


Out of the practical experience of older doctors 
come words of wisdom for those just starting out: 

“Buy the essentials of office equipment in order of 
importance.” 

“Don’t buy anything, except possibly an x-ray 
machine, that has to be paid for on time; if cash is 
not available, get along without it.” 

“Be sure you have sufficient use for the equip- 
ment you are buying before being high pressured 
into buying it.” 

“Don’t buy too many books. Time for reading 
them is limited, and despite publishers’ glowing 
claims, many are rehashings of old material. As an 
example, several publishers have furnished ‘re- 
visions,’ which, when carefully searched, have only 
a few typographical corrections in a whole ‘revised’ 
section.” 

“Don’t buy too much life insurance. Doctors 
seem to be fair prey to insurance salesmen. Term 
insurance will provide maximum protection at 
minimum cost, and, by shopping a bit, very favor- 
able contracts can be obtained which, with family 
income riders, provide better coverage for the 
period of greatest need than a much greater pre- 
mium outlay for various endowment plans.” 

As in any group, there are those who have always 
done it right and have no regrets. 

“I’ve checked all over the place and can find 
nothing that I don’t use at one time or another.” 

“Lucky, I guess.” 

“NONE!” 

“Sorry, none.” 

“Unable to find anything in office which is 
completely useless.” 

“Except for a few drugs, I use everything I have.” 

“Everything I have bought (x-ray, Basal, etc.) 
was purchased after a definite period of need. I can 
think of nothing useless that I have bought.” 

And, with just a touch of smugness: 

“I have been very fortunate and have considered 
carefully every article I’ve bought. If I suddenly 
need something, feel that I need it immediately, 
I don’t buy it then. I wait a week and reconsider it. 


GP December, 1954 


This prevents me from buying something I won't 
use.” 

In the realm of rugged individualists should be 
listed those independent souls who cited the AMA 
Journal and the autoclave and sterilizer as aids 
they could practice medicine quite well without! 

We don’t want to overlook mentioning the ap- 
preciative employer who jotted down the recording 
machine as unnecessary, adding that it was a better 
plan to dictate directly to the secretary! 

Our own feelings about medical journals were 
soothed by one sweet soul who listed, delicately and 
indefinitely, “some books and journals,” saying 
that “GP and meetings do it better.” Thank you, 
sir. 


Never Enough Time To Read 


Reading matter in general seems to be a matter of 
conjecture among lots of physicians, largely be- 
cause they don’t have time to take advantage of it. 
Many on our list cited encyclopedias and volumi- 
nous systems of medicine. “Avoid many books on the 
same subject,” said one. ‘“Too many books to read; 
too many journals,” helplessly wailed another. 
“Don’t buy new editions of textbooks.” “Don’t 
invest in textbooks and encyclopedias which will 
never be read.” “Too many medical magazines 
around anyway.” “Keep away from books you have 
no use for but get because they come at half-price 
with some journal or group of journals.” “Don’t buy 


“Doctors seem to be fair prey for insurance salesmen. Beware of 
too much life insurance.” 
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“I think it’s a better plan to dictate directly.” 


sets of many volumes—use condensed reference 
books.” ‘Many books are unneeded and seldom 
used.” “I don’t use loose-leaf texts ‘kept up-to-date’ 
by the company.” “Don’t buy too many sets of 
books as they are out of date before they are de- 
livered many times.” All these are typical com- 
ments on reading materials. 

In the area of general office equipment, warnings 
were posted against both wicker and overstuffed 
furniture; posting machines; special ultraviolet 
lights to free rooms of germs; too small ledgers; 
inadequate filing and bookkeeping systems; un- 
fireproof cabinet or safe; professional budget plans; 
audograyhs; collection schemes and services; over- 
complicated business record systems (use physi- 
cian’s daily log and ledger) ; second-hand revolving 
chairs; instrument cabinets; dressing gowns for 
patients; elaborate record systems; floor cabinets 
(use built-in shelving and keep the floor clear) ; 
chair with movable support for arm and leg dress- 
ings; roll paper to cover examining tables (too 
cold!) ; wire recorder; intercommunication system ; 
wheel file of account cards; magnifying lights and 
spotlights; treatment chair; printed material that 
comes in through the mail. 

“Start complete records early—and in a good 
filing system,” one doctor advises his brethren. “I 
advise that supplies be bought only as they become 
necessary until experience suggests those to be used 
in larger quantities,” suggests another practical 
soul. “One should buy only basic equipment to 
start—then enlarge upon it,” corroborates another. 
“Buy the ‘Cadillac’ of each appliance, you get 


better guarantees and follow-up services and end 
results, which means fewer headaches and less loss 
of time,” writes a believer in quality first. “Beware 
of anything ‘used’—or offered ‘for a bargain,” ” says 
someone who sounds as though he might have been 
stung. 

Any acute observer of the American scene would 
be interested to know that one iconoclast cited 
memberships in clubs, societies “etc.” as appen- 
dages to be removed. ‘““They leave no time for prac- 
tice,” he comments cryptically. And another 
interviewee, a specialist at heart, put down “multi- 
ple waxes and cleaners for floors (let cleaning lady 
purchase same).” 

*'The only serious financial mistake I made,” 
offers another, “was a half-done remodeling job, 
hastily conceived, without the help of an architect, 
so that later on I had to have the over-all job prop- 
erly done. The first remodeling served for a short 
time, otherwise was nearly a total loss.” 


We've Got a Little List! 


Here are some of the listings and comments we 
got in the more strictly medical area; a $15 combina- 
tion flashlight, otoscope, tongue blade, etc.; OB 
bag, completely equipped and useless to me; an 
occasional useless instrument; exercycle—in con- 
junction with diet treatment; tubal inflation set; 
dark field condenser ; plastic tongue depresser light; 
venous pressure apparatus; electric atomiser ; gyno- 
lite; dry-ice applicator; carbon dioxide snow; 
penicillin atomizer; surgical sewing machine; frac- 
ture reducing apparatus; hot water bath for lab 
equipment; fancy blood pressure cuff; skin ther- 
mometer; BMR (until assured none available at 
hospital) ; instruments for operations which can’t be 
performed by the doctor; electric stethoscope; hy- 
frecators; flicker photometer; portable OB bed; 
diet sets; water distiller; irrigation sets; mechanical 
massage machine; foreign made ophthalmoscope; 
otoscopes for pocket use; spinal manometer meas- 
uring in cm. of H2O; tectronoscope (to magnify 
heart sounds) ; finger traction webs; pneumothorax 
machine; sigmoidoscope; device for measuring 
ratio of flow of intravenous solutions; too big boxes 
of cotton; too much of any injectable, even though 
a sale might be enticing; nasal suction apparatus; 
cystoscope; telemagnet (useful, but forbidden by 
the telephone company!); too many urethral 
catheters; baby scales; badly balanced baby tray; 
Salite hemoglobinometer; expensive anesthesia 
machine; petichiometer; allergy testing lists (the 
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results do not warrant time and expense) ; extras on 
x-ray (keep to minimum and then add later); 
bladder irrigator; mobile x-ray; oscillometer; naso- 
pharyngoscope; plaster for practice splinting; elec- 
trocardiogram (insufficient time to use it) ; chemical 
pregnancy test set; hot paraffin electric blood sedi- 
mentation rate apparatus; excessive surgical instru- 
ments for minor office work; 50-cc. syringes; 15- 
m.a. x-ray (too low amperage. Minimum is 50 m.a. 
—preferably 100 m.a.) ; eye magnets. 

A stern note of warning against undue sentimen- 
tality is uttered in this message from one member 
of the sampling: “Keep away from buying old 
instruments and books from deceased physicians’ 
widows!” 

And a whole shopping philosophy for the medical 
profession was capsuled by the high-minded gentle- 
man who quoted “Be not the first the new to try; 
yet not the last to lay the old aside!” 

We can’t refrain from winding up by reprinting 
part of a letter sent in by one of the doctors, who 
wanted to pass along something he had found to be 
a helpful experience. He wrote as follows: 

“Just before finishing my internship in Troy, 
New York, in 1936, it occurred to me to call on our 
family doctor, the late Dr. Wilson of Stillwater, 
New York. Stillwater was some fifteen miles from 
Troy, but it was a most valuable trip. Dr. Wilson 
was glad to see me, even if I was no longer a patient. 
And he was anxious to answer my questions, which 
were along the lines of those asked in your question- 
naire. 

“First, Dr. Wilson took me to a rubbish pile which 
contained thousands of pills and outdated medi- 
cines. He told me how, when he first started prac- 
tice, every salesman who came along got an order 
right after the usual sales pitch. And some of the 
salesmen weren’t content with selling a thousand of 
each kind of pill. They pointed out that the doctor 
would receive an extra thousand free with each five 
thousand and thereby save an extra 20 per cent. 


“Well, | did get an extra thousand free for each five thousand | 
bought!” 


But how about each item coming to twenty-five and 
thirty dollars apiece? Finally the doctor took the 
bull by the horns and threw out what he couldn’t 
use, no matter what the cost (over four thousand 
dollars!). That alone impressed me so that while 
I’ve made my mistakes in buying supplies, they’ve 
been kept to a minimum. If I need only 250 or 500 
of a certain type of pill, that’s all I buy, regardless 
of the inducements and bait offered. 

"There is one more point that may be of help in 
keeping doctors just starting out from hanging 
white elephants around their necks. Wherever pos- 
sible, buy equipment second hand. When you are 
thinking of buying that powerful spanking new $800 
diathermy machine, just ask yourself: ‘If I buy this 
machine and I die next week, how much will they 
give my wife for it?’ And another thing—what’s 
needed in an office can be put into serviceable shape 
with a little thought and elbow grease. And the day 
after you put in spanking new equipment, it’s 
second-hand! So why not get a good used one in the 
first place and keep the substantial difference in cost 
for your social security, of which we have none!” 


“Public Relations” 


“EFFECTIVE public relations is not so much a matter of headline grab- 


bing and photographic tricks as it is of advancing the welfare of a 
cause by identifying its objectives with the public good and telling 
its story to people, with the sole intent of ultimately bringing its 
benefits to more people. By employing the techniques of modern 
communications and espousing the aims of good public relations, 
science can and will bring its benefits to more peop!e.””—MitTon 
Murray, Science, 119: 815, 1954. 
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Trends and Events in the Nation’s Capital 


Administration Polishes Up Health Bills 


Tue 1954 NATIONAL ELECTIONS are over and control 
of the 84th Congress, convening in January, has 
been determined by the electorate. The Administra- 
tion is polishing into final form numerous important 
health bills for transmittal to Capitol Hill. Their 
points of origin are principally the Department of 
Defense, Department of Health, Education and 
Welfare and the Veterans Administration. 

Action which was scheduled to be taken early in 
December by American Medical Association at 
Miami, Fla., is virtually certain to exert strong in- 
fluence upon the Congressional scene in 1955. Fed- 
eral reinsurance of health insurance contracts, 
medical school scholarships, government loans to 
medical service groups—these are but a few of the 
proposals to be taken up by Congress and whose 
passage or defeat will be affected, perhaps decisive- 
ly, by the positions taken most recently by AMA. 

Other factors are at work, too. Within a matter of 
weeks, preliminary recommendations of the Hoover 
Commission’s medical task force will be made pub- 
lic. At about the same time, there will be the report 
of the Intergovernmental Relations Commission. 
Their findings and conclusions will deal generally 
and specifically with the federal government’s en- 
tire medical establishment. 


Democrat Dingell To Agitate for CNHI 


Hovering like a dark cloud over this broad canvas 
is compulsory national health insurance. During the 
two-year life of the 83rd Congress (1953-54), this 
explosive subject was scarcely mentioned by even 
its known supporters on Capitol Hill, let alone ad- 


Representative John D. Dingell 


Compulsory national health in- 
surance’s most vocal supporter 


vanced legislatively. Re- 
cent signs, however, have 
encouraged speculation 
that revival of agitation 
for CNHI may be ap- 
proaching. 

Probably its most vocal 
supporter is Representa- 
tive John D. Dingell, Democrat, of Michigan. On 
October 22, following a New York speech by Presi- 
dent Eisenhower in which he made a strong pre- 
election appeal in behalf of reinsurance, Represen- 
tative Dingell issued a statement labeling that inno- 
vation as “‘a transparent fake.” 

**A Democratic majority in the 84th Congress,” 
he predicted, “will give the American people some 
real basis for renewed hope that serious attention 
and action can be given to the mounting health care 
deficit in the United States.” 


Health Insurance Companies on the Block 


The Federal Trade Commission has formally lev- 
eled charges of misleading, deceptive advertising 
against 17 companies selling health insurance of the 
cash indemnity type. Preliminary hearings on the 
accusations will be held in December in 11 cities, 
mainly in the Middle West. 

Investigation of insurance firms’ advertising prac- 
tices was launched by FTC following criticism ex- 
pressed early in 1954 by Representative Charles A. 
Wolverton, Republican, of New Jersey, in the course 
of hearings on national health problems conducted 
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by the House Committee on Interstate and Foreign 
Commerce. He is chairman of the committee. 

Separate hearings for the 17 cited companies will 
be held in Chicago on December 9, 10, 13, 14, 15 
and 16; Omaha, December 15 and 16; St. Louis, 
December 14; Dallas, December 17; San Antonio, 
December 20; Kansas City, Mo., December 13; 
Salt Lake City, December 17; Utica, N.Y., De- 
cember 20; Hammond, Ind., December 8; Wilming- 
ton, Del., December 21; Little Rock, Ark., De- 
cember 15. 


UMW Says Its Hospitals Open to Local Doctors 


The annual conference on medical care problems 
in bituminous coal mine areas, held October 23-24 
in Huntington, W.Va., was the most successful of 
the three which have been held to date, in the opin- 
ion of Dr. Warren F. Draper. He is chief medical 
director of United Mine Workers Welfare and Re- 
tirement Fund, which administers fee-service med- 
ical and hospital benefits for several hundred 
miners and their dependents. 

At the conference, Dr. Aims C. McGuinness, of 
the UMW medical staff in Washington, offered re- 
assurance that physicians practicing in those sec- 


tions of West Virginia, Virginia and Kentucky 
where ten miners’ hospitals are under construction 
are not going to be “bypassed.” His remarks were 
intended to dispel reports that the hospitals will be 
self-sufficient, relying exclusively on full-time med- 
ical staffs. Dr. McGuinness said the hospitals will 
have some full-time staff members in certain spe- 
cialties but there is every intention of opening their 
facilities to local practitioners for clinical and edu- 
cational services. 

Speakers at the two-day meeting included chair- 
men of UMW advisory committees from five state 
medical societies: Kentucky, Pennsylvania, Ten- 
nessee, Virginia and West Virginia. Presiding over 
the sessions was Dr. W. A. Sawyer, chairman of the 
AMA Committee on Medical Care for Industrial 
Workers, sponsor of the conference. 

Participants in a roundtable discussion of ‘The 
Practitioner’s Point of View” were Dr. Walter E. 
Vest of Huntington; Dr. B. M. Overholt of Knox- 
ville, Tenn., and Dr. Frank Holroyd of Princeton, 
W.Va. 

Dr. Vest spoke on physician-hospital utilization, 
Dr. Overholt on liaison with county and state med- 
ical societies, and Dr. Holroyd on relationships 
with individual physicians. 


WHAT OTHERS ARE SAYING... 


Does Your Patient Come First? 


For SOME TIME there has been more and more apparent 
in this country, nay in the world, a tendency to place the 
job to be done secondary to the pay check. Nothing 
could be more dangerous. This country was made great 
by those who were determined to do a better job, and 
who worked with all their hearts to accomplish it. You 
must remember these men had much to lose personally. 
The Declaration of Independence and the Constitution 
were fashioned with loving care by men who took pride 
in making them the greatest documents of their time. 
They built a new nation which became strong because 
they built well. Likewise, the carpenter, the bricklayer, 
the blacksmith took great pride in what he did. 

The medical profession has a proud heritage which 
goes back to ancient times. In days gone by the doctor 
was looked up to with profound respect, almost rever- 
ence. He was a healer without much specific medicine 
and with few tools. But he put his whole heart and soul 
into his patient. When he walked into the sickroom,! 
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Faith and Hope were at his elbow—Charity was prob- 
ably looking over his shoulder, too. Devotion has always 
been one of the most common characteristics attributed 
to the medical profession. Devotion, and the ability to 
do great things with few tools if need be. We must con- 
tinue to keep this ideal fresh. 

I am somewhat distressed by the tendency of many to 
be so concerned with the economics of medical practice. 
I fear that such concern may lead others to the conclu- 
sion that medicine is not so much a profession as a 
trade. I think it behooves us all to do our utmost to main- 
tain the standards of our profession at the present level, 
keeping it always as our purpose to practice better and 
better medicine, knowing that increased perfection is 
bound to bring its reward. 

We are truly a county society working together. I 
hope we all continue to have faith in each other. Faith 
in the belief that the other fellow is doing his best just 
as we are. Faith that the other fellow is loyal to the ethics 
of our profession the same as we are. Such faith must 
serve to reassure us all that, no matter how dark it seems, 
we are all going along the road together. We never walk 
alone.—Norman H. Garpner, M.D., in retiring presi- 
dential address to Middlesex County Medical Society, 
Middletown, Conn. 
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Che Practitioner’s Bookshelf 


Heart Disease and Industry. By Meyer Texon, M.D. Pp. 335. 
Price, $7.50. Grune & Stratton, New York, 1954. 


This excellent treatise, which fills a long-known need, 
deals fundamentally with the medicolegal aspects of 
heart disease. It has been prepared with particular 
reference to workmen’s compensation cases. In being 
so prepared, however, it illuminates a wide field con- 
cerned with the medical criteria for determining causal 
relationship between trauma and heart disease. 

As summarized by Samuel A. Levine, M.D., clinical 
professor of medicine at Harvard Medical School, in 
one of the two foreword pieces written by medical men, 
the book takes up such questions as: 

What should be regarded as an “accident” from a 
legal point of view? How unusual must an effort be in 
order to be called an “accident”? How much change 
must take place in the cardiac status of the patient in 
order to be regarded as indicative of an aggravation of a 
pre-existing condition? What time relation must exist 
between an accident or trauma and the appearance of 
an acute myocardial infarction in order for us to be 
reasonably sure that it is a matter of cause and effect? 
Are trauma, sudden emotional strain or physical strain 
ever the cause of acute coronary thrombosis, myocardial 
infarction or sudden death? 

This well-printed, carefully indexed and eminently 
readable volume is unfolded in a true scientific spirit, 
proceeding with logic and excellent documentation to 
provide the medical man with information on all these 
questions. (Dr. Texon states some of his own views 
with respect to the findings in a brief preface.) The 
three sections of the book give in order (1) statistical 
analysis of pertinent findings of 100 case reports; (2) 
abstracts of the 100 medical cases and their legal dis- 
position, and (3) the present state of knowledge with 
reference to coronary occlusion. This is a sound reference 
work in every respect. 

The book may have a multitude of applications. It 
should be highly useful to the general practitioner who 
is doing industrial practice, both as it may assist him 
in the rehabilitation and other phases of his dealings 
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with workers, and as it may enlighten him if called 
upon to testify in court in the various types of insur- 
ance cases. Similarly it will be useful to the cardiologist 
who may face the same problems. It can be a valuable 
work for lawyers, jurists, insurance carriers, compensa- 
tion boards and referees and in the broad field of labor- 
management relations. 
—GrapiE R. Rountres, M.D. 


Clinical Endocrinology. By Karl E. Paschkis, M.D., Abraham 
E. Rakoff, M.D. and Abraham Cantarow, M.D. Pp. 830. 
Price, $16.00. Hoeber-Harper, New York, 1954. 


This 830-page volume represents the teaching and 
clinical experience of the authors during many years of 
association at the Jefferson Medical College. After a 
brief introduction to the field of endocrinology, the 
book is divided into ten sections, each dealing with a 
different hormone-secreting tissue and discussing in 
sequence the anterior pituitary, posterior pituitary, 
the thyroid, adrenal cortex, adrenal medulla, the 
ovaries, placenta, the testes, pancreas and the para- 
thyroid glands. Each section is introduced in familiar 
pattern by a chapter on embryology, gross and micro- 
scopic anatomy and physiology. These chapters are 
well written, discussing the tremendous wealth of ex- 
perimental studies that have broadened our knowledge 
of endocrine physiology in health and disease. Selected 
references are suggested throughout the discussions. 

The chapters which follow discuss clinical entities 
associated with hyperfunction, hypofunction or normal 
function of the endocrine gland under discussion. These 
clinical discussions are practical and concise, and stress 
the usual, not the rare findings in disease. Tables and 
pictures frequently aid in understanding the disease 
under discussion. Differential diagnosis is particularly 
well handled, with subheadings of conditions to be 
considered, followed by a brief discussion of features 
permitting their differentiation. Diagnostic laboratory 
features are briefly described and therapy for each 
entity is rather thoroughly discussed. 

The format of the book enables busy practicing 
physicians to scan the clinical features and differential 
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diagnosis of a disease under consideration without loss 
of continuity if they have not sufficient time to read 
the preceding chapter on anatomy and physiology. 

The next section of the book deals with obesity, 
which is sensibly discussed as to etiology and endocrine 
factors in its genesis with a page on principles of treat- 
ment. 

The concluding section is devoted to a discussion 
of laboratory procedures important in the study of 
endocrine problems. This section is well done. It 
explains the basic underlying principles and the method 
of performing the various laboratory tests such as 
hormone assays and other function tests without any 
detailed discussion of laboratory procedure. Eighty- 
three references are listed for these tests to provide a 
more detailed description for the interested reader. A 
six-page list of commercially available hormone prepara- 
tions concludes the volume. 

This book is well printed and attractively bound. A 
total of 990 references are ‘listed, and illustrations, 
totaling 253, are well reproduced. Frequent page refer- 
ences throughout the book enable the reader to find 
easily further discussion of subjects. The authors have 
attempted to provide a readable text for students and 
the practicing physician, and in this they have suc- 
ceeded well. —Marcus Scuaar, M.D. 


Textbook of Bacteriology. 3rd ed. By Joseph H. Dougherty, 
Ph.D. and Anthony J. Lamberti. Pp. 575. Price, $8.95. 
The C. V. Mosby Co., St. Louis, 1954. 


The avowed purpose of the authors in offering this 
book is to make available for college undergraduates 
and premedics a text which deals not only with the 
nonpathogenic organisms which are usually considered 
in such circumstances, but also pathogenic bacteria. 
The book is extremely elemeniary in its treatment, 
nevertheless, and seems at most times to stay well 
within the reach of the college student. The coverage 
is very broad, extending from basic principles of bac- 
terial growth and metabolism to chemotherapy and 
antibiotics. 

Sections which are distinctly medical in nature are 
written in such a manner as to make it abundantly clear 
that neither of the authors is a medically trained man. 
The chapter dealing with chemotherapeutic and anti- 
biotic agents contains some confused nomenclature 
and loose statements. For example, the discussion of 
the principle of competitive inhibition as a mechanism 
of sulfonamide activity is quite fuzzy, and the remark 
that neomycin has not been known to cause toxic 
reactions in man is patently false. 

The book is well printed and bound, and illustrations 
are adequate. 

The student at the college level should find this a 
usable and interesting text, but it cannot be recom- 
mended to physicians as either a reference book or one 
to be used for a quick review of bacteriology. 

—Jesse D. Risinc, M.D. 
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Why We Became Doctors. Edited by Noah D. Fabricant, M.D. 
Pp. 182. Price, $3.75. Grune & Stratton, New York, 1954. 


Motivation for entering the profession of medicine is 
as varied as there are types of doctors. Although the 
factor of motivation among doctors has never been 
scientifically studied in this country, few doctors select 
medicine as a way of life from a burning desire to serve 
humanity—f the revelations in this book can be taken 
as representative. Idealism spurs some, of course—Dr. 
Albert Schweitzer and Dr. Elizabeth Blackwell, the 
first woman anywhere to receive the M.D. degree— 
are prime examples. But many others want to follow a 
family tradition, happen to like science, permit a parent 
to hand pick the profession, envision a good income, 
are impressed by the power and authority their own 
family doctor seems to wield. Some who want really to 
follow a literary career take up medicine so they can 
afford the luxury of writing. Put down Somerset 
Maugham, A. J. Cronin and the poet William Carlos 
Williams among these. Profiting from his study of hu- 
man types found in outpatient departments and hospital 
wards, Maugham states that he can’t think of better 
training for a writer than to spend some years in the 
medical profession. 

Dr. Noah D. Fabricant has collected here autobio- 
graphical statements from 50 outstanding physicians 
bearing upon their choice of vocation. Ranging widely 
from Oliver Wendell Holmes to Evarts Graham, the 
statements are forthright, colorful, often thought pro- 
voking. They make interesting reading for anyone who 
may want to know what prompted Havelock Ellis or 
Sigmund Freud or Arthur Hertzler or Hans Zinsser, 
among others, to make their career in medicine. It is 
more important reading, perhaps, for young people 
contemplating a medical career, in these days when 
motivation is stressed, and when, in this particular 
field, long and exacting education and apprenticeship 
must precede glory and reward. 

Those M.D.’s who forego the drama and excitement 
of practice for teaching will enjoy Dr. Walter B. Can- 
non’s tale about his small daughter, who, upon being 
informed by a little friend that her father was a doctor, 
remarked sadly: “My father is only a father.” 

—Rutu Q. Sun 


The Doctor Writes. Edited by S. O. Waife, M.D. Pp. 175. 
Price, $3.75. Grune & Stratton, New York, 1954. 


The Doctor Writes is an anthology of some of the 
unusual writing in current medical literature. It con- 
sists of 17 articles, papers and addresses. 

The paper by Joseph V. Klauder, M.D. entitled 
“Sherlock Holmes as a Dermatologist” is excellent and 
interesting reading, and gives one an insight regarding 
Dr. A. Conan Doyle. Here we learn of the impact 
another famous physician, Dr. Joseph Bell of the 
University of Edinburgh, created on Doyle as a medical 
student. 
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port mechanism responsible for the tubular _ of the penicillin is reabsorbed and recirculated. 
secretion of the penicillins...Jt does not in- 


Philadelphia 1, Pa. 
DIVISION OF MERCK & CO., Inc. 


Prescribed by physicians throughout the world 
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, FELSOL also relieves pain Each oral powder contains: 


and fever in Arthritis, Headache, Antipyrine .... . 0.869 gm. 
* and other painful conditions. Citrated Caffeine . . 0.100 gm. 


The fast action and long duration of FELSOL gives smooth and com- 
forting relief. After a single therapeutic dose of antipyrine, Brodie and 
Axelrod report, “Plasma levels declined slowly, measurable amounts of 
the drug persisting 24 hrs.’ 


Try this unique and superior product by writing for free 
Professional Samples and Literature 


AMERICAN FELSOL CO. e P.O. Box 395 « LORAIN, OHIO 


% FELSOL provides safe and 
effective relief in Asthma, Hay Fever 
and related bronchial affections. 


Iodopyrine ... . . 0.031 gm. 


* (J. Pharm. & Exper. Ther. 98:97-104, 1950) 


Available at all Drug Stores 
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The chapter “Medicine and the Bible” by Dr. Louis 
A. M. Krause is excellent, and although it gives only a 
glimpse of the wide range and intensity of Dr. Krause’s 
knowledge, there is enough to arouse one’s curiosity to 
“seek medicine in the Bible.” — 

Reprinted from the Lancet, March 7, 1953, a chapter 
entitled “The Superior Clinical Acumen of the Old 
Physicians” should be must reading for all doctors. 

“Caritas Medici,” by William Bennett Bean, M.D., is 
undoubtedly something for all medical students and 
interns, and an excellent refresher for the practicing 
physician wherever or whatever he may be. 

There is much more to this volume, not in a clinical 
sense, but in the area of good wholesome writing which 
stirs deep contemplation in the thinking physician. 

I promise you will be interested from start to finish, 
and will close the cover only when you have finished. 
Reading time, two and one-half to three hours. 

—I. Puups Frouman, M.D. 


Pneumonia. By Hobart A. Reimann, M.D. Pp. 236. Price, 
$5.75. Charles C Thomas, Springfield, Ill., 1954. 


The many contributions of Dr. Reimann to the 
knowledge of pneumonia are widely recognized. In 
this monograph the author presents the newer facts 
and concepts on the etiology, pathogenesis, pathology, 
symptomatology, prevention and treatment of the vari- 
ous kinds of pneumonia. 

Pneumonias are classified and completely discussed 
in four groups: (1) specific forms caused by a single 
infectious agent such as the coccic, bacillary, viral and 
fungal pneumonias; (2) pneumonias which are specific 
but which occur as a part of a systemic infectious dis- 
ease such as tularemia, brucellosis, typhoid fever and 
rheumatic fever; (3) pneumonias secondary to some 
other condition and usually associated with mixed in- 
fection such as pulmonary infection incident to heart 
failure, nephritis, neoplasm, shock; and (4) pneumon- 
ias noninfectious in nature, caused by allergic, chemical, 
radiation and other factors. 

Pneumonia continues to be encountered frequently 
and this compendium should prove useful in its recog- 
nition and management. —Sor Katz, M.D. 


The Emotional Problems of Children. By Harry Joseph, M.D. 
and Gordon Zern. Pp. 310. Price, $3.75. Crown Pub- 
lishers Inc., New York, 1954. 


This is a book written as a guide for parents. The 
authors have produced an excellent, easily understood 
book on child psychiatry. It is simply written for lay 
people. It takes up and discusses most of the problems 
of infancy and childhood, and the authors have suc- 
ceeded well in explaining many problems to parents. 

This is an excellent book for every general prac- 
titioner’s library. It would be a good book to have pa- 
tients read, too. I recommend this book highly. 

—Rosert M. Maut, M.D. 
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ngle Daytime Nerves 


NIDAR 


FOR INDIVIDUALIZED 
CONTROL OF 
TENSION PEAKS 


New 


Nidar is the new formulation spe- 
cifically designed to control the 
tensions of everyday life. Nidar 
offers sedation when needed 
without drowsiness. 


Each light green, scored NIDAR 
tablet contains: 


Secobarbital Sodium. .... % gr. 
Pentobarbital Sodium. ... % gr. 
Butabarbital Sodium. .... Ye gr. 
Phenobarbital............ Ye gr. 
Bottles of 100 and 1000. 


Usual tension-controlling dos- 
age: 1 tablet % hr. before period 
of morning or afternoon tension. 
(For hypnotic effect without bar- 
biturate hangover: 1 or 2 tablets 
\% hr. before retiring.) 
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POSTGRADUATE EDUCATION 


«THROUGH TELEVISION 


The American Academy of General Practice, 
in Cooperation with Wyeth Laboratories, 


Announces Its First Nationwide Closed Circuit Television Program 


THIS PIONEERING PROGRAM constitutes a new mile- vention of recurrence by oral and parenteral pro- 
stone in postgraduate medical education. Doctors _ phylaxis. 

in 56 cities will have an opportunity to learn the 
latest diagnostic and therapeutic approaches to 


streptococcal infection. The program will originate Date: February 24, 1955 
in CBS (New York) studios and will be devoted to Time: 6:00 P.M.—7:00 P.M., E.S.T. 
the fundamental aspects of streptococcal infection, Subject: ‘Control of Streptococcal Infections” 


the treatment of children and adults, and the pre- 


PARTICIPATING CITIES (TENTATIVE): 


AtaBAMA, Birmingham Kansas, Wichita New York (Continued) Texas, Dallas 
Arizona, Phoenix Kentucky, Louisville Rochester El Paso 
Cauirornia, Fresno Louisiana, New Orleans Syracuse Houston 

Los Angeles MarYLAND, Baltimore Nortu Carouina, Raleigh San Antomo 

San Francisco MassacHuseEtts, Boston Onto, Cincinnati Uran, Salt Lake City 
Cotorapo, Denver Micuican, Detroit Cleveland Virani, Richmond 
District or Minnesota, Minneapolis Columbus WasHINGTON, Seattle 

Washington Mississippi, Jackson Toledo Spokane 
Fiorwwa, Jacksonville Missourt, Kansas City Oxtanoma, Oklahoma City Viren, Charleston 

Miami St. Louis Orecon, Portland Wisconsin, Milwaukee 
Groraoia, Atlanta Nepraska, Omaha PENNSYLVANIA, Philadelphia Wyominc, Cheyenne 
ItuNo1s, Chicago New Jersey, Newark Pittsburgh Canapa, Toronto 
InpiANnA, Indianapolis New York, Albany SoutH Carouina, Charleston Montreal 
Iowa, Des Moines Buffalo TENNESSEE, Memphis Ottawa 

New York City Nashville 


Complete Information Will Appear in the January GP and Will Also Be Mailed to Academy Members 
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Academy Reports and News 


Diabetes and Childhood Disasters Feature Tuesday Assembly Program 


Tue Turspay proGraM of the 1955 Assembly opens 
on a particularly high note, in the person of Alton 
Ochsner, M.D., who will discuss the use of “Sur- 
gery in Diabetes.” Dr. Ochsner is William Hender- 
son Professor of Surgery and Chairman, Depart- 
ment of Surgery, at Tulane University School of 
Medicine. He is equally highly regarded as Director 
of the Section on Surgery at Ochsner Clinic and 
Ochsner Foundation Hospital. He is a member of 
the Commission on Growth of the National Re- 
search Council. Among numerous other honors, he 
is president of the International Society of Angi- 
ology, U.S. Chairman of the International Society of 
Surgery, a Director of the Inter-American Founda- 
tion for Postgraduate Medical Education, and a 
past president of the Society for Vascular Surgery, 
the American Association for Thoracic Surgery, 
and the American College of Surgeons. He holds 
the Order of Vasco Nunez de Balboa (Panama). 

Dr. Ochsner is Chief Editor of International Sur- 
gual Digest; on the editorial board of Archives of 
Surgery; and a long-time contributor to such classic 
texts as Lewis’ System of Surgery, Brennemann’s 
Pediatrics, and the Cyclopedia of Medicine, Surgery 
and Specialties. 

There is probably no one in the country better 
qualified than Alton Ochsner to discuss the elective 
use and techniques of surgery in diabetes. Nor 
would it be easy to find anyone better able to hold 
audience attention from the first sentence to the last. 
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Immediately after his paper, Dr. Ochsner will 
make a second contribution to the program by par- 
ticipating in a panel discussion on “Diabetes.” The 
moderator of this panel will be DeWitt K. Burn- 
ham, M.D., and the other participant Dr. George B. 
Robson. Dr. Burnham is Assistant Clinical Profes- 
sor of Medicine, Stanford University Medical School 
(his medical alma mater) and numbers among his 
association connections the American College of 
Physicians and the California Society of Internal 
Medicine. Dr. Robson is another graduate of Stan- 
ford University, where he is at present Clinical Pro- 
fessor of Medicine and Associate Dean of the School 
of Medicine. For ten years prior to 1947 he was 
Epidemiologist for the City of San Francisco and 
during the recent World War served as a lieuten- 
ant colonel in the Army Medical Corps. 

This panel will engage in a “dialogue discussion 
which will point out that care of the average diabetic 
is an office procedure.” The patient should be in- 
structed in a simple diet of ordinary foodstuffs 
eaten by the rest of his family so he can lead a nor- 
mal life—always keeping his weight slightly below 
normal. It will be pointed out that some obese dia- 
betics have actually been relieved of symptoms by 
weight reduction. Advantages of only one daily 
injection, using insulin regimens from the battery 
of types at hand, will be stressed, to keep the pa- 
tient acetone-free and usually sugar-free without 
insulin reactions. Simple patient instructions will 


methischol 
helps 
cholesterol metabolism 


therapeutic dose ot 
9 capsules or : 


Bie 


-R CONCENTR 
DESICCATE 


literature on request. ee, 


u. vitamin corporation 


Casimir Funk Laboratories, Inc. (affiliate) 


be outlined, to prevent episodes of acidosis and to 
postpone or prevent onset of gangrene of the feet. 

After the morning recess, Dr. William A. Sodeman 
will enlighten us on “Using the Laboratory in Liver 
Disease.”” He has had extensive and varied experi- 
ence. After many years of teaching at Tulane (cul- 
minating as Chairman of the Department of Tropical 
Medicine) and two years as Visiting Professor at 
Calcutta (India) School of Medicine, in 1953 he be- 
came Professor and Chairman of the Department of 
Medicine at Missouri University. He was Visiting 
Physician to Touro Infirmary, New Orleans, and 
Medical Consultant to the U.S.P.H.S. Leprosorium 
in Carville, La., and the Fourth Army at Camp Polk, 
La. His professional societies include the American 
Society for Clinical Investigation, the Central and 
Southern Societies for Clinical Research, and the 
Royal Society of Tropical Medicine and Hygiene. 

Dr. Sodeman will point out the importance of 
liver function studies in both acute and chronic 
hepatic disease and—more important—the need to 
correlate those studies with clinical data. He will 
warn against variability in certain tests—and vari- 
ability in the laboratory performing the test. The 
value of tests in treatment control as well as diag- 
nosis will be noted. Finally, an analysis of test- 
evaluation in diagnosis, usefulness in varying cir- 
cumstances, and interpretation will be given. 

The final morning period will be devoted to a re- 
examination of “The Negative Roentgenogram.” 
Chief “examiner” will be Dr. Lowell S. Goin, of 
Los Angeles, a radiologist of national note and a 
speaker of established reputation, who is Clinical 
Professor of Radiology at U. C. L. A., and Chief of 
Radiology Service at Queen of Angels Hospital, 
Los Angeles. Dr. Goin will discuss errors in diag- 
nosis which may develop from incomplete study of 
the x-ray film and too hasty conclusions that its 
findings are negative. Typical films that may fre- 
quently be misdiagnosed negatively will be dem- 
onstrated, with a review of conditions in which the 
general practitioner should hesitate to rely solely on 
his own examination. Dr. Goin will stress that an 
apparently negative roentgenogram may not in 
every instance indicate a negative diagnosis. 


Childhood Disasters 


The entire afternoon will be devoted to a review of 
the many crises and emergencies which the family 
physician may encounter in children. It should be 
one of the most interesting half-day programs in the 
entire seven Assemblies. As a logical beginning, the 
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Bottles of 100,250,500 and 1000cap- 
sules, and 160z. and 1 gallon syrup. 


Wm. A. Sodeman, M.D. (left), 
will evaluate the use of the 
laboratory in liver disease. 


DeWitt K. Burnham, M.D. 
(right), and G. B. Robson, 
M.D. (far right), two discus- 
sants on the Tuesday open- 
ing session on “Diabetes.”’ 


first paper will deal with “Emergencies in the New 
Born.” The presentation will be made by Dr. Edith 
L. Potter, Associate Professor of Pathology in 
Obstetrics and Gynecology at the University of 
Chicago. A recital of Dr. Potter’s qualificatipns is 
indicated only to show her the proper respect— 
not because she requires an introduction to the phy- 
sicians of America. Chief Pathologist to the Chicago 
Health Department and Consultant to the Armed 
Forces Institute of Pathology, she maintains active 
membership in over half a dozen societies in such 
fields as pathology, pediatric research and genetics 
which the average physician knows only by repu- 
tation. She has authored four textbooks and more 
than 50 contributions to the journals. Her honors 
range from an Award of Achievement from the 
University of Minnesota to a Doutor Honoris Causa 
from the University of Brazil. 

Dr. Potter will point out that the first and out- 
standing emergency in the newborn is the estab- 
lishment of respiration. The several conditions 
which necessitate emergency resuscitation will be 
reviewed. Therapy will also be outlined for emer- 


Tuesday afternoon will be devoted to “Childhood Disasters,’’ with these top-flight lecturers and panelists (left to right): Keith 
Hammond, M.D., moderator; Edith Potter, M.D.; Julian P. Price, M.D.; Ovar Swenson, M.D.; and John G. Young, M.D. 
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gency treatment of severe erythroblastosis and of 
intestinal obstruction, particularly when due to 
volvulus. Dr. Potter quite rightly concludes that 
“any pathologic condition present during the first 
hours of life assumes an emergency nature.” 

In the afternoon’s second 20-minute period, the 
spotlight swings to an Academy member, Dr. Keith 
Hammond, who is no stranger to readers of GP. 
Nor is it any accident that his discussion carries the 
same title “The Suddenly Ill Child” as a still-well- 
remembered article which appeared over his by-line 
in GP in 1952. Dr. Hammond has been described 
as a “typical general practitioner”—young, scien- 
tifically alert and carrying a heavy practice in a 
moderate-sized community. If he is typical, then 
there are a large number of other general practi- 
tioners who have not revealed their talents for writ- 
ing with penetration and clarity, for the creation of 
delightful, whimsical cartoons, and for appearing 
on the lecture platform with poise and directness. 

The suddenly ill child frequently defies immedi- 
ate exact diagnosis, but treatment may nevertheless 
be instituted on a rational basis. The first require- 


121 


ment is emergency treatment based on clinical ex- 
perience, consideration of diagnostic possibilities, 
and familiarity with family and community factors. 
On this basis, management of sudden illness will be 
discussed from the standpoint of the emergency 
signs, approaching the subject in a symptomatic 
manner by systems. Thus, of a general nature. 
would be sudden fever, unconsciousness, et cetera. 
Under respiratory conditions, cyanosis, croup and 
status asthmaticus will be considered. Gastrointes- 
tinal conditions will include abdominal pain, vomit- 
ing, et cetera. Dr. Hammond proposes to outline 
the problem, touch a few high points in each condi- 
tion, remark occasionally on diagnosis, and lead the 
way to further consideration by the panel. 

The third 20-minute approach to “Childhood 
Disasters” will deal with the acute problem of 
“Accidents and Poisoning in Children,” to be pre- 
sented by Julian P. Price, M.D., one of the out- 
standing pediatricians of the seaboard states. Dr. 
Price is Director of the South Carolina Home for 
Crippled Children and Dean of the Southern 
Pediatric Seminar at Saluda, N.C. He is equally 


well known on the “organization” front, as a mem- 
ber of both the Joint Commission on Accreditation 
of Hospitals and the Board of Trustees of the 
AMA. 

Accidents and poisonings stand high on the list 
of conditions which cripple and kill our nation’s 
children. The family physician has a two-fold obli- 
gation. He must make the correct diagnosis (which 
may be quite simple or extremely difficult) and 
apply appropriate treatment (realizing that delay in 
treatment in severe cases may be disastrous). He 
must also take the lead in eliminating or protecting 
against the causative factors. Dr. Price will discuss 
both of these obligations and make specific sugges- 
tions as to how they may be met. 

The early afternoon session will be completed 
with a 30-minute panel review of the general subject 
of “Childhood Disasters.”” Dr. Keith Hammond will 
moderate the discussion and the participants will 
include Dr. Potter, Dr. Price, Dr. Ovar Swenson 
and Dr. John G. Young. During this period the 
various types of disasters will be viewed in relation 
to each other and in relation to the complex prob- 


Remanden. 


extends the scope of penicillin therapy 


GIVES BETTER PLASMA PENICILLIN LEVELS— 
PEAK-WISE AND DURATION-WISE 


Clinical investigations now prove that when REMANDEN is administered the plasma penicillin 
levels are (1) comparable to those obtained with intramuscular penicillin’ and (2) superior 
to those obtained with other oral penicillin preparations.* 


Philadelphia 1, Pa. 
DIVISION OF MERCK & CO., INc. 


References: 1. Antibiotics & Chemotherapy 2:55, 1952. 2. Scientific Exhibit, Norristown State Hospital. Data to be published. 
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lems of diagnosis and therapy they present to the 
general practitioner. 

Immediately following the afternoon recess, the 
specific problem of “Surgery on Infants and Child- 
ren”’ will be considered by Ovar Swenson, M.D. Dr. 
Swenson is highly qualified for this role, as a great 
part of his surgical experience has been acquired at 
the Children’s Hospital, Boston, and the Peabody 
Home for Crippled Children. He is currently Clini- 
cal Professor of Pediatric Surgery at Tufts College 
Medical School, in both the undergraduate and 
postgraduate divisions. 

Dr. Swenson finds it regrettable that there per- 
sists, among many doctors as well as laymen, the 
misconception that infants and children do not tol- 
erate surgery well. Actually, this is contrary to fact. 
To support his contention, he will present a series 
of cases involving successful major surgery in the 
newborn. He will demonstrate that it is not neces- 
sary to delay repair of various congenital malforma- 
tions until the child grows up, since it can be done at 
an early age with great comfort to the patient and 
the relief of much anxiety for the parents. He will 


discuss the safeguards which are essential in sur- 
gery on infants and children. 

Any review of childhood disasters would be in- 
complete unless it covered the psyche as well as the 
soma, for we have learned that the scars of early 
emotional tragedies can often have a deeper, more 
lasting effect than those inflicted on the body itself. 
We know of no one better qualified to talk about this 
phase of the problem than Dr. John G. Young, of 
Dallas, Texas. Pediatrics and child behaviorism are 
his special fields; audiences are spellbound when he 
is on the lecture platform. Dr. Young is Clinical Pro- 
fessor of Pediatrics at Southwestern Medical School; 
Chief of Staff at Texas Childrens Hospital ; and Con- 
sultant in Pediatrics at Baylor University Hospital. 

Children, in Dr. Young’s experience, have some 
psychologic problems that must be taken into ac- 
count if we are to prevent maladjusted lives. He will 
discuss certain early urges that can cause psycho- 
logic illness. Finally (and this should strike a partic- 
ularly responsive chord in general practitioners) 
the necessity of treating the whole child wholly will 
be stressed. 


_ SEDAPHEN is more rapid, more prolonged than any one 
its ingredients, thon the of the action ait of he 


Prescribe NEO- ‘SEDAPHEN— in insomnia, anxiety wer wel 


chorea, gastric and cardiac well 
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Serpasil-Apresoline 
hydrochloride 

(RESERPINE AND HYDRALAZINE HYDROCHLORIDE CIBA) 


Combined in a single tablet 
The tranquilizing, bradycrotic and mild antihypertensive effects 
of Serpasil, a pure crystalline alkaloid of rauwolfia root. 


* The more marked antihypertensive effect of 
Apresoline and its capacity to increase renal plasma flow. 


212080" Summit, J. 


From Crib to Rocker... 


LAXATION | 


with Zymenol and Zymelose 


Enthusiastic praise from physicians attests to the effectiveness of Zymenol and Zymelose for 
bowel management in all age groups. Both products can help break the laxative habits of 
your patients. 


Recommend Zymenol, the emul- 
sion with brewers yeast: 


Zymelose tablets and granules 
provide SCMC and debittered 
brewer's dried yeast fortified with 


* Non-habit forming Vitamin B-1: 


Sugar free 
No irritants 
* No leakage 


¢ Bulk without bloating 
¢ Mild, gentle, sugar free 
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For your samples, please write: OTIS E. GLIDDEN & CO., INC., Waukesha 20, Wisconsin 
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MEDIC TV Series To Feature “General Practitioner” on February 21 


Technical Direction on Nationwide TV Story 
To Be Given by AAGP Member Newkirk 


MEDIC, a new nationwide TV film series presented 
weekly over NBC, will feature a drama about an 
average American general practitioner on Monday, 
February 21. 

The Mepic TV series, shown each Monday at 9 
p.M. (EST), is approved by the Los Angeles County 
Medical Association. Technical direction for this 
particular film will be under the supervision of Dr. 
Merlin Newkirk of South Gate, California, well- 
known Academy member and immediate past presi- 
dent of the California chapter of the American 
Academy of General Practice. 

The film, entitled ‘General Practitioner,” will 
show the myriad problems which confront the gen- 
eral practitioner in an average day’s work. Robert 
Strauss, motion picture star who was nominated 
for an Academy Award Oscar last year for his sup- 
porting role in “Stalag 17,” has been cast in the 
role of doctor. The physician in this story is rep- 
resentative of the great number of the nation’s fam- 
ily doctors. The narrative will emphasize the ex- 
treme demands made on their time. 

Under Dr. Newkirk’s supervision the drama will 
depict with authentic realism the medical problems 
that might confront a general practitioner on any 
given day. The drama unfolds with the doctor’s 
efforts to save the life of an old man, fatally taken 
with a stroke, and closes with the physician on the 
way to a hospital to deliver a baby. 

In a day’s time he administers treatment to a 
pregnant woman and a gallbladder case, gives some 
minor first aid, performs an emergency tracheotomy, 
makes out a number of forms and papers and finds 
a moment’s time to explain the necessity of his fee 
to a woman who feels that he has overcharged her. 

The heavy work load placed on the general prac- 
titioner is effectively pointed up in this story. A 
strained marital situation is used to illustrate just 
one of the repercussions of the little time the doctor 
is allowed to spend with his family. 

MEDIC creator-writer, Jim Moser, and director, 
Bernard Girard, have carefully studied the problems 
of the general practitioner before tackling this 
script. Both men spent days and weeks at a time 
being with doctors on their house calls, at the 
hospital with them, and in their offices. The 
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Details in the Mevic script for “General Practitioner” are 
discussed by Dr. Merlin Newkirk (left), immediate past president 
of the California chapter; Miss Michael Ann Barrett, who portrays 
a nurse; and Robert Strauss, who stars as the doctor in the story. 
Dr. Newkirk is doing the technical assistance on the film. 


A typical scene from “General Practitioner” shows Miss Barrett 
and Mr. Strauss, who have key roles, in action. 
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Mepic series has been in preparation more than 
three years. 

“General Practitioner” illustrates a two-fold func- 
tion. First, a general practitioner takes care of the 
majority of medical and surgical problems which 
his patients present, and second, he guides the 
patient to a proper specialist if such treatment is 
required. 

The purpose of this TV film drama is to show 
the public that their doctor is a man of great help 
and to give them a better understanding of his per- 
sonal problems so that unnecessary demands on his 
time are minimized. It will. bring into the nation’s 
homes a graphic message concerning the contribu- 
tion of the general practitioner to medicine and to 
the American family, and will be an added tribute 
to the services of this group of doctors, to their 
profession and to their patients. 


Session in Los Angeles Finalizes 
Plans for Academy’s Seventh Assembly 


Hicuuicuts of the Academy’s forthcoming Seventh 
Annual Scientific Assembly in Los Angeles will 
reach many homes throughout the country next 
March through ‘March of Medicine,” a nationwide 
TV program presented by Smith, Kline & French, 
which will originate out of this Assembly. 

The “March of Medicine” program and plans 
for the presidential induction ceremony during the 
President’s Reception were the two chief announce- 
ments to come out of a joint meeting in Los Angeles 
October 13 of the Executive Committee, the Local 
Arrangements Committee, the Committee on Scien- 
tific Assembly, Executive Secretary Mac F. Cahal 
and some members of his staff from Kansas City. 

President W. B. Hildebrand and President-elect 
John R. Fowler were both on hand for this session. 
Induction ceremonies for Dr. Fowler will be held 
in the Golden State Room of Hotel Statler, the 
headquarters hotel for sessions of the Congress of 
Delegates and for some of the main social functions. 
The presidential address will be given at this time. 

The reception will be held in the Statler’s main 
ballroom and Academy officers and their wives will 
be in the receiving line to greet the guests. A gala 
event is being planned—a name band will provide 
music for dancing, drinks may be purchased and 
there will be magnificent tables of hors d’oeuvres. 
One table will have a centerpiece of ice carved in 
the AAGP insignia. 

Dr. Merlin Newkirk of South Gate, Calif., chair- 
man of the Local Arrangements Committee, pre- 
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A former chairman of the Committee on Scientific Assembly 
and in charge of scientific exhibits at the Cleveland Assembly, 
Dr. Newkirk is now chairman of the Local Arrangements Com- 
mittee for the Academy’s 1955 meeting. 


Mrs. Newkirk, wife of the chairman of the Local Arrange- 
ments Committee for the Seventh Annual Scientific Assembly 
which will be held in Los Angeles March 28-31, is in charge of 
Ladies’ Entertainment. 


sided at this pre-Assembly planning session. He 
introduced the members on his Local Arrange- 
ments Committee who will be in charge of the 
various subcommittees. They are: Mrs. Newkirk. 
Ladies’ Entertainment; Dr. Donald G. Thompson 
of El Monte, Registration; Dr. Leon Desimone of 
Los Angeles, Hospitality; Dr. Gordon L. Beckner 
of Los Angeles, Scientific Exhibits; and Dr. Jo Ann 
Taylor of Glendale, the President’s Reception. 
Dr. Taylor was unable to attend this meeting. 

The group voted to extend an invitation to mem- 
bers of the Los Angeles County Medical Society 
to attend the entire Wednesday session (March 30) 
as guests of the Academy. Courtesy cards will be 
sent to these members. 

Ladies’ entertainment, under the chairmanship of 
Mrs. Newkirk, will center around a luncheon- 
fashion show and a number of tours. Because of the 
many interesting places to visit in the Los Angeles 
area a number of tours will be offered so that the 
wives may choose which they would like to take. 
There will also be special tickets for shows and 
programs in the Los Angeles area. 
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PENICILLIN WITH BENEMID® 


extends the 0 penicillin therapy 


REMANDEN “increases penicillemia by 2 to 10 times and infections ordinarily regarded as 
untreatable with penicillin have been successfully managed.” * 


Reference: 1. A.M.A. Exhibit, June 1951. 
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There will be 191 technical exhibits this year 
which will be shown in Shrine Auditorium, the 
site of the Assembly program. The scientific pro- 
gram will be presented by 32 speakers. 

The annual State Officers’ Conference that will be 
held on Monday evening, March 28, will consist 
of a program under the chairmanship of Dr. John 
Walsh and will be followed by a buffet supper. 

The Delegates’ Dinner, an annual affair, will 
be held on Tuesday evening. Dr. James D. Murphy 
of Fort Worth, Texas, vice speaker of the Congress 
of Delegates, will be toastmaster for the dinner and 
evening’s entertainment. 

Several members of the Executive Committee and 
the Committee on Scientific Assembly were unable 
to attend the pre-Assembly meeting. Dr. Andrew 
Tomb of Victoria, Texas, chairman of the Com- 
mittee on Scientific Assembly, was absent because 
of illness. The committee was represented by Dr. 
Francis Perry Rhoades of Detroit, Mich., Dr. T. E. 
Robinson of Salt Lake City, Utah and Dr. E. I. 
Baumgartner of Oakland, Md. Dr. Baumgartner is 
in charge of scientific exhibits this year. 


Visiting English Physician Favorably 
Impressed with American Medicine 


AFTER OBSERVING American medicine for several 
weeks, Dr. Wallace W. Gerrard of Banstead, Eng- 
land was greatly impressed with the over-all satis- 
factory general practitioner-hospital relationship in 
the United States as compared with the general 
practitioner’s lot in Britain, he said in an interview 
during his recent visit at Academy headquarters in 
Kansas City, Mo. 

Dr. Gerrard, who has been a general practitioner 
for 20 years in Banstead, a “dormitory suburb” of 
London, visited Academy members in ten key 
American cities this fall and from his observances he 
gleaned information on facilities and equipment for 
general practice, hospital privileges, undergraduate 
education and postgraduate training for a general 
practitioner. What he found here he liked. The 
privileges that most general practitioners hold in 
hospitals in this country were really outstanding to 
the British physician. 

‘No country can afford to subsidize ill health,” 


See your local 
Mattern dealer, 
write direct to 
for information. 
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royal 100 


MA unit 


with rotating 
anode tube 


better value dollar for dollar ... PLUS the 
features that spell x-ray efficiency. 


The Mattern Royal 100 offers an unusual dollar-for- 
dollar value which is particularly remarkable in the 
low-cost tilt table field. Among its special features are: 


© Completely automatic control (see illustration). 


* Rotating anode tube—need not be removed when 
changing position of table. Counterbalanced 12”x16”" 
fluoroscopic screen and tube—travel in unison—raise, 
lower, or angle as desired. 


* Hand tilt mechanism which permits use of table in 
either horizontal or vertical plane. Tube stand mounted 
separately on tracks, allowing greatest flexibility in 
positioning. 


* Bucky diaphragm on full-length track beneath table. 
Bucky tray has self-centering and locking device .. . 
takes cassettes up to 17"x17”. 


* Mattern design and engineering—resulting in sim- 
plicity of installation and long, trouble-free operation. 
Mattern equipment calls for the minimum in repair 
service. 
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Dr. Gerrard stated, but he admitted, ‘Socialized 
medicine has worked in England in spite of inherent 
weaknesses largely because doctors have done their 
best to make it work.” 

He said he doesn’t want the National Health 
Service of Britain in its present form and doesn’t 
like it but believes it is in Britain to stay. 

**The change was a little too revolutionary,” he 
said. However, he claimed he hasn’t found the 
health system too limiting. 

Dr. Gerrard has a panel of 2,500 patients, the 
usual panel number, although a physician may have 
as many as 4,000. Foremost of the system’s draw- 
backs, as far as physicians are concerned, is the 
financial loss. A British general practitioner (22,000 
general practitioners in Britain are members of the 
health service and 500 have remained outside) re- 
Yankee Hospitality. Dr. Wallace W. Gerrard’s visit to Academy ceives $3 per head per person a year whether he 
headquarters in Kansas City coincided with a meeting of the treats them or not. This allows a modest income of 
Board of Directors and a session of the Commission on Member- about $7,500 a year. About 5 per cent of the well- 
ship. Shown discussing the general practitioner’s role in Amer- 
ican and British medicine are Executive Secretary Mac F. Cahal é tiie 
(left to right), Dr. Gerrard of Banstead, England, President w.8. tients and most physicians have a few of them for 
Hildebrand and President-elect John R. Fowler. patients. Dr. Gerrard says about 5 per cent of his 


to-do Britons have elected to remain private pa- 


Women’s Tension Symptoms 
Are Different! 


In tension-anxiety states consider premenstrual tension 
. . . when headaches, nausea, irritability, insomnia and 
edema appear regularly before menstruation. These 
symptoms are due to excess fluid balance. M-Minus 5 
prevents premenstrual tension by reducing excess fluid 
accumulation . . . effectively controlled in 82% of cases! 
By preventing uterine engorgement, M-Minus 5 re- 
duces the stimulus to uterine spasm and controls dys- 
menorrhea. M-Minus 5 is not a hormone, narcotic or 
sedative and does not interfere with the normal menstrual 
cycle. 
1. Vainder, M.: Indus. M. & S., 22:183, 1953 


Dose: One tablet q.i.d. starting 
: 5 days before expected onset of * 


menses. 
Prementrual Diuretic and Analgesic for 
Prementrual Tension and Dysmenorrhea 


| WHITTIER LABORATORIES, 919 N. Michigan Ave., Chicago 11, Ill. 
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patients are private ones and that number is in- 
creasing just a little. 

Another distinct disadvantage in Britain is that 
general practitioners have no direct access to hos- 
pital facilities. Dr. Gerrard said he can send only 
acute cases directly to the hospital, and his asso- 
ciation with a patient is confined to social calls until 
the patient has left the hospital. 

Dr. Gerrard feels the flat salary rate somewhat 
discourages the ambitious man from going into the 
profession and the state system tends to stifle im- 
provements resulting from competition. 

On the other side of the ledger, Dr. Gerrard ad- 
mitted there are some good sides to the system. 
Foremost, no one’s health need suffer because of 
pride or lack of income. Perhaps it has improved 
doctor-patient relationships and it has removed the 
profit motive from medical practice. 

Specialists may devote part or full time to state 
health work. Persons taking part in the state pro- 
gram are allowed pretty much to choose their own 
physician. 

Dr. Gerrard pointed out that this is done by 


turning one’s health card over to the physician of 
choice, who sends it to health authorities to be 
registered and it is then returned to the patient. A 
patient is allowed to change doctors and a doctor 
is given the right not to accept certain patients if 
he wishes. 

All wage earners have to pay some insurance, but 
this covers pensions and unemployment insurance 
as well as health, he said. The cost is five shillings 
(approximately 75 cents a week) for each employee 
with each employer also paying 75 cents. Self- 
employed persons pay seven shillings (approxi- 
mately $1) a week. 

The life of a national health service depends upon 
the general character of its citizens, the doctor sug- 
gested. If too many take unfair advantage of the 
service, it can be “run to the ground.” In his own 
experience he finds only about 1 per cent take 
advantage, but in some cases it is higher. 

Dr. Gerrard’s advice on a national health service 
is, “It is a dangerous thing for people of poor 
morale, but a good system for persons of good 
character to fall back on.” 


Remanden. 


PENICILLIN WITH BENEMID® 


extends the scope of penicillin therapy 


THE ORAL PENICILLIN OF CHOICE 


REMANDEN is singularly effective in pneumo- 
coccal, staphylococcal, streptococcal and 
certain gonococcal infections and wherever 
secondary infection threatens. Valuable in 
rheumatic fever prophylaxis and in fulminat- 
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ing infections as an adjunct to parenteral pen- 
icillin. Sensitivity reactions by the oral route 
are fewer than with injected penicillin. 
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IN ANXIETY AND TENSION 


IN HYPERTENSION 


Dr. Gerrard is a founder member of the College of 
General Practitioners of Britain which was organized 
on January 10, 1953. The college held its second 
annual meeting this past month in London. 

Undaunted by Hurricane Carol’s greeting in New 
York upon his arrival in this country, Dr. Gerrard 
returned to England impressed with America’s 
medicine and its people. 

“I’ve had a most interesting and enjoyable trip,” 
he concluded. “Everywhere I received a most 
friendly and hospitable welcome. I have been given 
every possible cooperation in seeing and learning 
whatever I wanted.” 


AAGP Director Arthur Haines Honored 
For Promoting New Pennsylvania Hospital 


Dr. Arruur S. Haines of Pittsburgh, Pennsylvania, 
a member of the Board of Directors of the American 
Academy of General Practice, was honored recently 
at a luncheon for his work in establishing the new 
St. Clair Memorial Hospital and promoting the in- 
terest of family doctors. 


He was presented a bronze plaque by the staff ot 
St. Clair Hospital and the Southwest branch of the 
Pennsylvania chapter of the AAGP. Dr. Haines, a 
prime mover in the campaign to build the hospital, 
sold the idea to civic and professional leaders in the 
area in 1944 and then worked for ten years to make 
St. Clair Hospital a reality. 

The hospital which opened this past spring is a 
116-bed institution and was constructed at a cost 
of $1,900,000. 

Dr. Haines, a retired 
Mt. Lebanon physician, 
was a charter member and 
first president-elect of the 
Pennsylvania chapter. 

The luncheon honor- 
ing Dr. Haines was held 
following a symposium on 
child health, the first of a 
series on postgraduate 
courses sponsored by gen- 
eral practitioners in Pitts- 
burgh. 


Arthur S. Haines, M.D. 
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Members of the Commission on Membership and Credentials, membership chairmen of the state chapters, and guests gathered for a 


luncheon during their joint meeting in Kansas City. 


Recruiting Members Chief Topic of Joint 
Meeting of Commission, State Chairmen 


THE NEW PROGRAM for membership recruiting in the 
Academy was the chief topic at a joint meeting of the 
Commission on Membership and Credentials and 


the membership chairmen of the state chapters held 
recently in Kansas City, Mo. 

Dr. William Sproul of Des Moines, Ia., chairman 
of the commission, who presided at the meeting in- 
troduced members of the Board of Directors who 
were guests that day. All except Dr. Ivan Heron and 
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Dr. U. R. Bryner were present. Dr. Simonton, a 
member of the Board as is Dr. Sproul, is a member 
of the commission. 

President-elect John R. Fowler gave an address of 
welcome. Vice President John R. Bender was alse a 
guest. 

The following topics were discussed by members 
of the commission: 

Classification of national meetings for postgradu- 
ate credit, Dr. D. Wilson McKinlay. 

Report on certification of members, Dr. R. Ade- 
laide Draper. 

Report on carry-over credits, Dr. Vincent P. 
Blandino. 

Explanation of membership awards, Dr. Jack M. 
Partain. 

Review of membership recruiting program, Dr. 
Sproul. 

Membership application form, Dr. Earl D. Mc- 
Callister. 

Associate membership change-over, Dr. Daniel 
Beltz. 

Applicants for honorary membership, dues and 


associate memberships were discussed at a pre- 
liminary meeting of the commission. 

Dr. W. W. Gerrard of Banstead, England, who 
was visiting Academy headquarters at that time, 
was introduced. 

The following states were represented at this 
meeting : 

Alabama, Arkansas, California, Colorado, Flori- 
da, Georgia, Illinois, Indiana, Iowa, Kentucky, 
Kansas, Louisiana, Maryland, Massachusetts, Mich- 
igan, Minnesota, Missouri, Nebraska, New York, 
North Carolina, Ohio, Oklahoma, Pennsylvania, 
South Carolina, South Dakota, Tennessee, Texas, 
West Virginia, Washington and Wisconsin. 


Writer Paul DeKruif Now Heralds 
Rising Importance of Family Doctors 


THE RISING IMPORTANCE of the family doctor was 
heralded by Paul DeKruif, Ph.D., writer and lec- 
turer on medical subjects, in a recent speech before 
the Michigan chapter of the American Academy of 
General Practice in Detroit. 


TABLETS 
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PENICILLIN WITH BENEMID® 


extends the scope of penicillin therapy 


The ‘Benemid’ component in REMANDEN 
“selectively and reversibly inhibits the trans- 
port mechanism responsible for the tubular 
secretion of the penicillins.../t does not in- 
hibit all tubular secretory systems.” ' 


Reference: 1. Am. J. Physiol. 166:639 (Sept.) 1953. 
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PENICILLIN WASTAGE—NO RENAL IMPAIRMENT 


Penicillin ordinarily is excreted in large 
amounts in the urine. With REMANDEN, most 
of the penicillin is reabsorbed and recirculated. 
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He admitted he was wrong 12 years ago when he 
said the general practitioner was no longer needed 
in the age of medical miracles. 

Dr. DeKruif credited required postgraduate 
work and plainly written articles in Academy publi- 
cations with keeping family doctors abreast of latest 
medical developments. 

“The family doctor faces a discipline more strict 
than that of a specialist,” he said. ‘He must be a 
specialist of the entire human body.” 

Dr. DeKruif, who is the author of Microbe Hunters 
and Hunger Fighters, added that early diagnosis by 
family doctors will be able to check disease before 


‘it sends its victims to economic ashcans.”’ 


Family’s Annual Health Bill Higher 
But Longer Life Made Possible 


THE AVERAGE American family’s health bill has 
climbed to $205 a year but each person’s expected 
life span is 21 years greater than it was in 1900, an 
Associated Press report, gathered from medical and 
economic statistics, shows. 


The report finds that the medical dollar includes 
many items besides the doctor’s bill. It pointed out 
that hospitalization costs have been rising steadily 
for many years. Most authorities agree that the doc- 
tor receives just a little more than one-third of that 
dollar. But people identify rising medical costs with 
the medical profession. 

A random opinion frequently expressed is: 
doctors are cleaning up.” 

A recent AMA poll has shown, however, that the 
average net taxable income among its members varies 
from $12,518 to $13,378. Another poll determined 
that the financial gap that once separated the gen- 
eral practitioner from his specialist colleague is 
narrowing. “The (general practitioner’s) net in- 
come of $14,098 is a rise of 100 per cent since 1943.” 

The AP story also pointed out that a general 
practitioner puts in longer hours than the specialist 
—about 62 hours a week. 

The report also stated that the average general 
practitioner gives 6.6 hours a week to charity. 
Doctors reach an income peak between their 10th and 
19th years of practice, then income falls steadily. 


**The 


DIAPER RASH with severe 
excoriation before use of 
Silicote 
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Silicote forms an effective repellent that guards skin against irritants, 
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Silicote contains no water-soluble or water-miscible ingredients. 
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remove a single application. Yet Silicote is non-occlusive and permits 
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currently acceptable and recommended forms of therapy.” 


1. Talbot, J. R., MacGregor, J. K., and Crowe, F. W.: J. Inv. Derm. 17:125 
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AN ACADEMY 


OFFICER'S PROFILE... 


Vice President an Active Tar Heel 


Dr. John R. Bender 


WorkinG for the North Carolina chapter of the 
American Academy of General Practice is one of 
the favorite hobbies of the Academy’s vice presi- 
dent, Dr. John R. Bender of Winston-Salem, N. C. 

Dr. Bender, a native of Eastern North Carolina, 
was born in 1910 to Ralph and Emma Weeks 
Bender. He attended Wake Forest College and was 
graduated in medicine from the Medical College of 
Virginia in 1935. Internships were served in Rich- 
mond, Va., Raleigh, N. C. and New York City 
Hospital. He returned to North Carolina and began 
a general practice in 1939. 

A charter member of the American Academy of 
General Practice, he was also North Carolina chap- 
ter’s first delegate to an Academy Assembly. Dr. 
Bender was influential in the organization and early 
growth of his state’s chapter and served as its first 
president. Since 1949 he has served as the chapter’s 
secretary-treasurer. 

He has been a member of the Academy’s Com- 
mission on Hospitals since the AAGP’s founding in 
1947, and chairman of the commission the past two 
years. In 1951 he was elected to the Board of 
Directors and was elected vice president last March 
in Cleveland. He was chairman of the Academy’s 
Nominating Committee in 1950. 


The author of several medical articles, Dr. 
Bender published the first issue of The Tar Heel 
Practitioner, North Carolina chapter’s publication, 
in 1950 and has served as editor ever since. 

His elective and appointive officers in organized 
medicine run the gamut from county medical 
societies to state and regional groups. Among his 
positions, past and present, are: past president of 
the Davidson County Medical Society, for six 
years a member of North Carolina Medical Society’s 
House of Delegates, a member of the State Board of 
Health, a member of the Medical Advisory Com- 
mittee of North Carolina Hospital Board of Con- 
trols, secretary of the Section on General Practice of 
the Southern Medical Association in 1945 and 
chairman of the section in 1946-47, a counselor to 
the Tri-State Medical Association, and vice presi- 
dent of the state Medical Society in 1952-53. 

Dr. Bender is active in civic, community and 
church affairs, belonging to the Shrine and Midway 
Methodist Church. 

The vice president’s interest in sports has in- 
creased immeasurably since his eldest son, Bobby, 
has been on the high school varsity squad. Dr. and 
Mrs. Bender (the former Louise Zimmerman) also 
have two other sons, Ralph, 14, and Harold, 12. 
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Formal Lecture Program—Seventh Annual Assembly 


MONDAY TUESDAY WEDNESDAY THURSDAY 
HOUR MARCH 28 MARCH 29 MARCH 30 MARCH 31 
Surgery in Diabetes Medical and Surgical Handling the 
Alton M. Ochsner, M.D. Aspects of Peripheral Athletic Injury 
PANEL 
REGISTRATION Vascular Diseases ( ) 
A.M. (PANEL) (PANEL) 
9:00 BEGINS 9:00 J. M. Harkness, M.D. 
¥ DeWitt Burnham, M.D. Hugh H. Hussey, M.D. Moderator 
9:30 Moderator Moderator 
Alton M, Ochsner, M.D. Mr. Eddie Wojecki 
Surgery Charles Hufnagel, M.D. 
R M.D. 
Geo. Bernard Robson, M. Fey Mr. Lynn ©. Waldorf 
OPENING OF 
NTIFIC AN 
TECHNICAL 
EXHIBITS Using the Le A ¥ 
11:00 9:00 in Liver Disease ae Emergencies 
11:30 
Wm. A. Sodeman, M.D. Randall Sprague, M.D. M, Digby Leigh, M.D. 
11:30 The Negative Gilbert S. Gordan, M.D. Medical Aspects of 
oentgenogram Crime Detection 
12:00 . Ernest P. McCullagh, M.D. 
OPENING OF PROGRAM Lowell Goin, M.D. Charles Lorson, M.D. 
WELCOMING SPEECHES 
NOON RECESS ASSEMBLY 
CLOSES 
Emergencies in the 12:00 
Preserving the New Born 
2-00 Doctor's Life and Edith Potter, M.D. 
" Usefulness William Parson, M.D. 
(PANEL) The Suddenly Il! Child Moderator 
Malcom Phelps, M.D. 
poate E. Keith Hammond, M.D. Cyril B. Courville, M.D. 
2:00 Leroy Sloan, M.D. Accidents and Poisoning J. M. Nielsen, M.D. 
2:30 Mr. W. E. Syers in Children 
Julian Price, M.D. 
Breaking the (PANEL) 
2:30 Bad News Dr. Hammond, 
3:00 Moderator 
leo J. Bartemeier, M.D. Dr. Potter, Dr. Price, 
Dr. Swenson, Dr. Young 
3:00 
4:00 RECESS FOR EXHIBITS 
Emotional Factors Surgery on Infants Treatment of the 
4:00 in Allergy and Children Ambulatory Fracture Case 
4:30 Edward Weiss, M.D. Ovar Swenson, M.D. Harold E. Crowe, M.D. 
i Newer Concepts of Emotional Tragedies in 
Allergy Therapy Infancy and Childhood 
George Piness, M.D. John G. Young, M.D. 
EVENING STATE OFFICERS CONGRESS OF PRESIDENT'S 
DINNER DELEGATES DINNER RECEPTION 
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Make Your Hotel Reservation Now 


for the Seventh Annual Scientific Assembly 
of the American Academy of General Practice 


AN UNPRECEDENTED NUMBER of physicians have al- 
ready indicated their intention to attend the 
Assembly in Los Angeles next March 28 to 31. 
While there are a number of excellent hotels in the 
“City of the Angels,” this early volume of reser- 
vations suggests that the “Standing Room Only” 


> Room assignments will be made in the order 
received. 

> Reservation requests should be sent to the 
AAGP Housing Bureau, Los Angeles. 

>» Only a few rooms are available at the Hotel 
Statler, in addition to those set aside for dele- 
gates and speakers. 


sign will be hung out long before the meeting opens. 
So if you plan to escape to balmy southern Cali- 
fornia the last week of next March, you will be 
wise to get your reservation in early. You do not 
have to send an advance deposit check. But, it is 
important to fill out and mail the form. 


> State officers and delegates must make their 
own reservations. 

> Be sure to list definite arrival and departure 
time; names of all occupants of room. 

>» Academy Headquarters will be at Shrine 
Auditorium. 

> All registration (except delegates) at Shrine 
Auditorium 10:00 A.M to 5:00 P.M., Sunday, 
March 27, and beginning at 9:00 A.M. on Mcn- 
day. Scientific sessions end at noon, March 31. 


MAP OF 


DOWNTOWN 


LOS ANGELES 
SHOWING KEY 
CONVENTION ¥ 


LOCATIONS = 


TO PASADENA 


A. Shrine Convention Hall and Auditorium 

B. Union Station 

1. Alexandria Hotel 

2. Ambassador Hotel LEM pico 
3. Biltmore Hotel 

4. Chapman Park Hotel 

5. Commodore Hotel 

6. Mayfair Hotel 


WESTERN 


7. Mayflower Hotel 
8. New Clark Hotel JEFFERSON S 


ve 
HOOVER 
7 


9. San Carlos Hotel s 
10. Savoy Hotel 
11. Statler Hotel 
12. Town House Hotel 


si 


Use This Convenient Hotel Reservation Form >> 
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SEVENTH ANNUAL SCIENTIFIC ASSEMBLY 


APPLICATION AMERICAN ACADEMY OF GENERAL PRACTICE 


FOR HOUSING LOS ANGELES, CALIFORNIA 


ACCOMMODATIONS MARCH 28-31, 1955 


For YOUR CONVENIENCE in making hotel reser- HOTEL ROOM RATES* 


vations for the coming meeting of the Ameri- Single Double Twin Beds 
can Academy of General Practice on March Weet Sth St $4.00-8.00 


28-31, 1955, in Los Angeles, hotels and their amBassabor 9.00-23.00  12.00-26.00 


: 3400 Wilshire Blvd. 
rates are at the right. Use the format the bottom Pee 50-1150  8.50-14.00 
of this page, indicating your first, second and 515 So. Olive St. 


third choice. Because of the limited number CHAPMAN PARK 6.00 up 10.00 up 


3401 Wilshire Bivd. 
of single rooms available, you will stand a COMMODORE 3.50 up 


much better chance of securing accommoda- 1203 West 7th St. 
tions of your choice if your request calls for wrens Wort ih St 5.00 up 
rooms to be occupied by two or more persons. —.ayFLOWER 


All reservations must be cleared through the 535 So. Grand Ave. 
housing bureau. All requests for reservations 
must give definite date and hour of arrival saAN CARLOS 
as well as definite date and approximate 507 West Sth St. 
SAVOY 
hour of departure; also names and addresses 601 West 6th St. 
of all occupants of hotel rooms MUST be STATLER 6.50-12.00  9.00-14.00 10.00-15.50 19.00 up 


included. Soe Available. Reserved for 


Delegates and Distinguished Guests.) 
TOWN HOUSE 9.00-16.00  14.00-19.00 14.00-19.00  22.00-26.00 
639 Commonwealth 


up 
ALL RESERVATIONS MUST BE RECEIVED ted ts tay hangs wih maybe made 


PRIOR TO: MARCH 1, 1955 


AAGP Housing Bureau 
1151 South Broadway 
Los Angeles 15, California 

Please reserve the following accommodations for the Seventh Annual Assembly of the AMERICAN ACADEMY OF GENERAL PRACTICE in 

LOS ANGELES on MARCH 28-31, 1955: 


Single Room Double Bedded Room. Twin Bedded Room. 
2 Room Suite... Other Type of Room...... 
First Choice Hotel... Second Choice Hotel. 


ARRIVING AT HOTEL (date)... ee, P.M. { Hotel reservations will be held until 6:00 P.M. un- 
Leaving (date) RS: ee P.M, {less otherwise notified. 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of both persons for each double room or twin 73 * 
bedded room requested. Names and addresses of all persons for whom you are requesting reservations and who will occupy the rooms 
asked for: 


If the hotels of your choice are unable to accept your reservation 
the Housing Bureau will make as good a reservation as possible 
elsewhere providing that all hotel rooms available have not al- 
ready been token. 


You will receive confirmation directly from the hotel. 


12.00-26.00  30.00-48.00 
10.00 18.00-40.00 
5.00 up 6.00 up 10.00 up 
7.50 up 8.00 up  18.50-20.00 
5.50-9.00 _5.50-9.00 16.50 
(Individual Requesting Reservations—Please print or type) © 


a heal advance 


in control of 


rheumatic pain 


relaxant mephenesin 
“solubilized”* 

and activated by 

analgesic sodium salicylate 


egreater predictability 
egreater safety 


IMPORTANT 
— now 3 dosage forms for OQ 
greater flexibility and convenience ; a 
(1) MEPHOSAL CAPSULES —Simple combina- 


tion of mephenesin and sodium salicylate 
for broad-range, general rheumatic therapy. 


(2) MEPHOSAL TABLETS with HMB, and 
(3) MEPHOSAL ELIXIR with HMB— both con- 


taining homatropine methylbromide, for 
use in rheumatic cases associated with 
gastrointestinal disturbance. 


samples and detailed literature on request. 
*A research development (Patent Applied For) of 


CROOKES LABORATORIES, INC. 
MINEOLA, NEW YORK 
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Medical News in Small Doses: 


Dr. Harvey A. Kelly of Winthrop, a past president 
of the Massachusetts chapter, has been elected 
“General Practitioner of the Year” by the Massa- 
chusetts State Medical Society in recognition of his 
conscientious efforts in performing his duties. Dr. 
Kelly is also a past vice president of the medical 
society and is an officer on several important com- 
mittees in Massachusetts. . . . At a recent meeting of 
the Camden, Arkansas Business and Professional 
Women’s Club, Dr. R. B. Robins, a past president 
of the Academy, urged the woman’s organization to 
take as a project the promotion of a hospital for 
the care of old people. He suggested that the 
hospital might be operated in connection with the 
County Hospital or as a separate institution. G. L. 
Crutchfield, administrator of the Ouachita County 
Hospital, also spoke to the women. . . . Dr. Earl D. 
McCallister of Columbus, Ohio, a charter member 
of the AAGP and the Ohio and Franklin County 
chapters, is author of the article, “The Patient and 
the General Physician,” that appeared in a recent 
issue of Ohio’s Health which is published by the 
Ohio Department of Health.... At the Interna- 
tional College of Surgeons meeting in Chicago this 
fall, Dr. Allen T. Stewart of Lubbock, Texas, a 
member of the Texas chapter of the Academy and 
a past president of the Texas State Medical Asso- 
ciation, was a guest speaker. His subject was 
**Obstetrical and Gynecological Problems in General 
Practice.” ... On September 23 the American 
College of Physicians utilized television through a 
national closed circuit to carry to its members and 
colleagues a symposium on the management of 
hypertension. This was the first nationwide closed 
circuit hookup for postgraduate medical education. 

. At the sixth world congress of the Inter- 
national Society for the Welfare of Cripples, Dr. 
Howard A. Rusk of New York was elected presi- 
dent for the next three years. London was chosen 
as the site of the seventh world congress which 
will be held in 1957. . . . Four New York physicians 
have a drive under way to help increase the num- 
ber of Negro students qualified for admission to 
the medical schools of the country. Heading a 
committee for the United Negro College Fund are 
Dr. Edwin P. Maynard, Jr., chief of staff of Brook- 
lyn Hospital; Dr. Currier McEwen, dean of New 
York University-Bellevue Medical Center; Dr. Peter 
M. Murray, director of obstetrics, Sydenham Hos- 
pital; and Dr. Harry Wexler of Brooklyn and 
Maimonides hospitals. 
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On the Calendar 


Academy chapter meetings and postgraduate 

courses, as well as other medical meetings in which 

general practitioners will have an interest, will 
appear here monthly. 


Dec. 1-2. University of Buffalo School of Medicine, post- 


graduate study in obstetrics and gynecology, Buffalo, 


Dec. 4. Arizona chapter, annual meeting, Pioneer Hotel, 
Tucson. 


Dec. 6-8. University of Kansas Medical Center, sympo- 
sium on industrial health and occupational medi- 
cine, Kansas City, Kansas. 


Dec. 6-11. American College of Physicians, survey of 
recent developments in the cardiovascular field, 
Michael Reese Hospital, Chicago. 


Dec. 7, 14, 21, 28. Stamford (Connecticut) chapter, post- 
graduate course in gastroenterology, Stamford Hospital 
auditorium, Stamford, Conn. 


Dec. 8. University of California School of Medicine, course 
on application of principles of industrial medicine to 
private practice, Los Angeles. 


Dec. 11. Delaware chapter, third annual meeting, Kent 
Manor Inn, Wilmington, Del. 


Jan. 4, 18, 25. Stamford (Connecticut) chapter, postgradu- 
ate course in gastroenterology, Stamford Hospital Audi- 
torium, Stamford, Conn. 


Jan. 7-9. Southwestern Medical School of the University of 
Texas, postgraduate course on surgical cardiac dis- 


ease, Dallas, Texas. 


Jan. 10-15. Army Medical Service, course on the med- 
ical care of atomic casualties, Walter Reed Army 
Medical Center, Washington, D. C. 


Jan. 20. lowa chapter, special meeting, program to be 
presented by the staff of lowa Methodist Hospital, Des 
Moines. 


Jan. 31-Feb. 11. U. S. Department of Health, Education 
and Welfare, refresher course in serology of syphilis, 
at Venereal Disease Research Laboratory, Chambles, 
Georgia. 

Feb. 8. Stamford (Connecticut) chapter, course in gastro- 


enterology, Stamford Hospital Auditorium, Stamford, 
Conn. 


Feb. 9-10. University of Buffalo School of Medicine, 
course in cardiovascular disease, Buffalo, N. Y. 


March 28-31. American Academy of General Practice, 
Seventh Annual Scientific Assembly, Shrine Civic Audi- 
torium, Los Angeles, Calif. 


GP December, 1954 


IDEAL Christmas GIFTS 


FOR MEMBERS OF THE AMERICAN 
ACADEMY OF GENERAL PRACTICE 


Official Cuff Links 


Handsome cuff links featuring the 
Academy seal. With attractive posi- 
tive-action hinged link furnished in 
matching quality precious metal. 


Official Recognition Pin 


The official seal of the Academy enhanced by 
blue and white enamel to identify you as an 
Academy member. 


Official Tie Chain Official Key 
Finest quality tie chain hand- The official key of the 
somely suspending the official Academy displaying the 
Academy seal. official seal. 


*Chapter President's Key 
Available to constituent chapters to honor their president. 


ADDITIONAL JEWELRY ITEMS ARE LISTED BELOW. 
ALL ARE CRESTED WITH THE OFFICIAL ACADEMY SEAL. 


Jewelry Price List (All prices include 10% Federal Excise Tax): 


14K Gold Sterling 
Gold Filled Silver 
Lapel Pin $ 9.50 $ 6.00 $ 4.50 
Key 14.50 9.00 8.00 
Tie Chain 24.00 11.00 9.00 
Money Clip 29.00 13.00 12.00 
Tie Bar 20.00 11.00 10.00 
Cuff Links 26.00 11.00 10.00 
Ring—Stone 74.00 
Ring—Large Seal 68.00 tighter 1275 
Ring—Oak Leaf 34.00 RING SIZE CHART 
Ring—Small Seal 24.00 will be sent immediately 
*Chapter President's Key 39.00 on receipt of your order. 


To Order Official Jewelry 


List items desired on your prescription blank or letterhead and 
forward with your check in the correct amount to AMERICAN 
ACADEMY OF GENERAL PRACTICE, Broadway at 34th, Kansas 
City 11, Missouri. 


C.O.D. orders will carry a few cents additional postage. 
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TM. ® 
Serpasil-Apresoline 
hydrochlorid 
(RESERPINE AND HYDRALAZINE HYDROCHLORIDE CIBA) 


Combined in a single tablet 


« The tranquilizing. bradycrotic and mild antihypertensive effects 
of Serpasil, a pure crystalline alkaloid of rauwolfia root. 


* The more marked antihypertensive effect of 
Apresoline and its capacity to increase renal plasma flow. 


In spastic and occlusive vascular diseases 


TENSODIN 


Tensodin is indicated in angina pectoris and 
other coronary and peripheral vascular condi- 
tions for its antispasmodic, vasodilating and 
sedative effects. The usual dose is one or two 
tablets every four hours. No narcotic prescrip- 
tion is required. 


Each Tensodin tablet contains ethaverine hydrochloride 
(non-narcotic ethyl homolog of papaverine) 14 grain, pheno- 
barbital 4 grain, theophylline calcium salicylate 3 grains. 


Tensodin Tablets 
100’s, 500’s and 1000’s 


nae Tensodin®, a product of E. Bilhuber, Inc. 


“BILHUBER-KNOLL CORP. distributor Rew stacey 
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Mississippi chapter leaders—past and present. Shown with Mississippi chapter’s immediate past president, Dr. C. P. Crenshaw (seated 
on the far left), are new and old members of the chapter’s board of directors. Shown seated (left to right) are Dr. Crenshaw, Dr. 
W. C. Pool, Dr. A. T. Tatum, Dr. T. L. Moore and Dr. Frank Tatum. Standing (left to right) are Dr. Victor Landry, Dr. Robert Seawright, 


Dr. Toxey Hall, Dr. George Rogers and Dr. Robert Hand. 


News from the State Chapters 


> TOTAL ATTENDANCE reached 245 at the Sixth An- 
nual Scientific Meeting of the Mississippi chapter 
held recently in Jackson. The two-day meeting was 
highlighted by the annual banquet and dance and 
the installation of officers. Dr. W. M. Dabney of 
Crystal Springs was installed as president, succeed- 
ing Dr. C. P. Crenshaw of Collins. Dr. Winston C. 
Pool of Cary took office as vice president and Dr. 
A. V. Beacham of Magnolia was installed as secre- 
tary-treasurer. Dr. William E. Lotterhos of Jackson, 
formerly secretary-treasurer of the chapter, was 
named president-elect. 

Five new members were elected to Mississippi’s 


board of directors. They are Dr. A. T. Tatum. Dr. 


R. M. Seawright, Dr. Toxey Hall, Dr. John C. 
Longest and Dr. Frank Tatum. The other directors 
are Drs. T. L. Moore, Jr., Robert G. Hand, Oscar 
E. Ringold, George W. Rogers and J. C. Powell. 
Delegates to the AAGP Assembly are Dr. S. S. Kety 
and Dr. Lotterhos. 

Dr. John B. Howell was master of ceremonies at 
the banquet and Dr. John R. Bender of Winston- 
Salem, N. C., AAGP vice president, was guest 
speaker (see cut below). Dr. Bender spoke on “Intra 
Relations of Medical Groups.” 

Other guest speakers who participated in the 
scientific sessions were Dr. James Eugene Lewis, 
Jr., Dr. Peter Godfrey Danis, Dr. Joseph A. Hardy, 
Jr. and Dr. Philip A. Tumulty, all of St. Louis 
University School of Medicine; and Mr. T. Harvey 
Hedgepeth, an attorney from Jackson. 


AAGP Vice President John R. Bender of Winston-Salem, N. C. was banquet speaker during Mississippi's sixth annual meeting. At 
the Speaker’s table (left to right) are Dr. James Eugene Lewis of St. Louis University, Dr. W. E. Lotterhos, the chapter’s new president- 
elect; Dr. Bender, Dr. John Howell, master of ceremonies; and Dr. C. P. Crenshaw, immediate past president of the chapter. Behind Dr. 


Lewis can be seen Dr. S$. B. Platt who gave the invocation. 
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A dinner, the annual social event for members of 
the Nebraska chapter, was held October 24 in 
Omaha. Guest speaker was Academy President W. 
B. Hildebrand of Menasha, Wis. Nearly 100 physi- 
clans were present. 
> Seventeen of the nation’s top ranking speakers 
participated in the eighth annual fall postgraduate 
clinic of the Michigan chapter on November 10-11 
in Detroit. At the annual banquet, AAGP President 
W. B. Hildebrand and Dr. Paul Williamson of 
Walsh, Colo. were guest speakers. They spoke on 
the “Future of the Family Physician.” Dr. Hilde- 
brand also gave an address of welcome in opening 
the two-day session. 

The Wayne county (Michigan) chapter and 
Grace Hospital in Detroit are sponsoring a post- 
graduate clinical program which began October 12 
and will continue through May 10, 1955. 
> The Southwest (Pennsylvania) chapter has spon- 
sored three postgraduate symposia this fall. Each 
session, which was conducted during the morning 
hours, was followed by a question and answer period 
and a luncheon. 


The Philadelphia (Pennsylvania) chapter held 
its second annual fall seminar in postgraduate medi- 
cine on October 27. 
> For the sixth consecutive year, che Illinois chap- 
ter is sponsoring a lecture series on subjects of 
major interest to the general physician. The courses 
consist of two-hour sessions each week and will 
continue through May 27, 1955. 
> Dr. Harvey Blank, an associate in dermatology of 
Columbia University College of Physicians and the 
University of Pennsylvania’s Graduate School of 
Medicine, was guest speaker at the first fall meeting 
of the Tulsa (Oklahoma) chapter. 
> A six-week postgraduate course, sponsored by 
the St. Louis (Missouri) chapter at Washington 
University Medical School, ended November 11 
with participants acquiring 24 hours of formal study 
credit. 

Jefferson City was the site of the Missouri chap- 
ter’s sixth annual meeting on October 26-28. Scien- 
tific papers were presented by Dr. E. Sinks McLarty 
of Galveston, Tex.; Dr. Raymond D. Pruitt of the 
Mayo Clinic, Rochester, Minn.; Dr. William L. 


Remanden. 


PENICILLIN WITH BENEMID® 


extends the scope of penicillin therapy 


SIMPLE TO ADMINISTER—PLEASANT TO TAKE 


REMANDEN can save you time and frequent house calls. You can use it to supplement your 
intramuscular injections, or it may be used alone. Patients take it gratefully, either as Tablets 
of REMANDEN or as pleasant-tasting Suspension of REMANDEN. 
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Watson of Cornell University School of Medicine; 
Dr. Joseph Hardy, Jr. of St. Louis University 
School of Medicine; Dr. Daniel Yancey of Spring- 
field, Mo.; and Dr. John G. Young of Southwestern 
Medical School, University of Texas. Mr. John 
Thornberry, newscaster and commentator for 
WHB-TV in Kansas City, Mo., was the banquet 
speaker. 
> Dr. Janie M. Topp of Lake Charles, La. was in- 
stalled as president of the Louisiana chapter during 
its recent annual scientific meeting in Lake Charles, 
succeeding Dr. John W. Atkinson of Gretna (see 
cut). Academy Vice President John R. Bender of 
Winston-Salem, N. C. served as installing officer 
at the ceremonies which were held during the 
annual banquet. Dr. Vincent P. Blandino, New 
Orleans, is the new president-elect. Other officers 
who were installed by Dr. Bender were: Dr. Thomas 
Y. Gladney, Baton Rouge, first vice president; Dr. 
Edwin R. Guidry, New Orleans, second vice presi- 
dent; Dr. Joseph W. Crookshank, Lake Charles, 
treasurer; and Dr. Esmond A. Fatter, secretary. 
Dr. Andrew J. Sanchez, Jr., New Orleans; Dr. 


Warm congratulations are being extended by Dr. John Atkinson 
to his successor, Dr. Janie Topp, following her installation in 
Lake Charles as president of the Louisiana chapter. 


recommended dosage 


for pernicious anemia * 
and all treatable anemias a 


Vitamin B,, « Iron « C « Stomach « Folic Acid « Purified Intrinsic Factor Concentrate 


a new and potent oral hematinic one capsule daily meets the needs of the average patient 


Formula contains 


Exsiccated............. 400 mg 
30 mcgm. Ascorbic Acid (C)......... 150 mg. 
| Powdered Stomach ........ 4m. @ Le 
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Julius W. Daigle, Paincourtville; Dr. James E. 
Ball, Rayville; and Dr. R. W. Woodard, Lake 
Charles, were installed as members of the board 
of directors for a two-year period. Other directors 
are Dr. Angelo A. Massony, Westwego; Dr. Jason 
C. Sanders, Shreveport; Dr. Burl B. Lane, Jr., 
Zachery; and Dr. Eustis D. Wilson, Alexandria. 
Dr. Crookshank was general chairman of the 
Louisiana meeting. Twelve of the 13 guest speakers 
at the recent scientific meeting of the Louisiana 
chapter in Lake Charles were from Baylor University. 
Baylor cooperated with the Louisiana chapter in 
planning and presenting the program. Dr. J. E. 
Miller of Southwestern Medical School of the Uni- 
versity of Texas completed the roster of speakers. 
Dr. Walter O. Moss, president of the Louisiana 
State Medical Society, was also a guest speaker. 
> The Fourth Annual Fall Refresher Course for 
members of the Minnesota chapter was held October 
20 at Mayo Civic Auditorium in Rochester. The 
full-day program was presented by the cream of the 
Mayo Clinic staff. Minnesota members were guests 
at a buffet dinner given for them by members of the 


Mayo Clinic staff. After the dinner, Academy mem- 
bers also had an opportunity to attend a regular 
staff meeting of the clinic. Dr. Charles Mayo was 
master of ceremonies at the noon luncheon and Dr. 
Albert M. Snell of Palo Alto, Calif. was luncheon 
speaker. 

Before the Fall Refresher, each member of the 
chapter received a printed notice to put up in his 
office. It read “No Office Hours, October 20, At- 
tending Refresher Course in Rochester, Minnesota.” 
> The second of Indiana chapter’s “Road Shows” 
was held in Elkhart on November 4. The opening 
Show of the 1954-55 season was held October 14 
in Whiting in conjunction with the Lake County 
Medical Society and the Tenth District of the 
Indiana State Medical Association. 
> The Massachusetts chapter has joined the Lou- 
isiana chapter in installing a member of the distaff 
side as president. Dr. Rose Adelaide Draper of 
Dorchester took office at Massachusetts’ recent 
annual meeting in Boston (see cut). Dr. William H. 
Chasen of Quincy is president-elect. Other new 
officers are Dr. R. Emerson Sylvester, Auburndale, 
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Rose Adelaide Dreper, M.D., 
newly-installed president of the 
Massachusetts chapter. 


first vice president; Dr. 
Edmond P. Larkin, North 
Adams, second vice presi- 
dent; Dr. Daniel M. Rog- 
ers, Wenham, treasurer; 
Dr. Albert C. Poirier, 
Cambridge, assistant treas- 
urer; Dr. James Harrison, 
Dedham, corresponding 
secretary; Dr. James P. 
Warbasse, Jr., New Bedford, recording secretary; 
and Dr. Fred L. Campbell, Brighton, parliamentarian. 
4 The New Hampshire chapter’s annual meeting 
was held November 10 at Dartmouth Medical 
School in Hanover. Dr. Rolf C. Syvertsen, the 
school dean, gave greetings and the program was 
presented by Drs. Robert J. Vanderlinde, John 
Milne, T. Richard Watson, Jr., Jarrett H. Folley, “Doctor, it {5 jelly!" 
William T. Mosenthal, Walter C. Lobitz, Jr. and 
Otis F. Jillson. 


PENICILLIN WITH BENEMID® 


Remanden. 


extends the scope of penicillin therapy 


a SUPPLEMENTS AND AUGMENTS INITIAL INTRAMUSCULAR PENICILLIN * 
To intensify penicillin therapy and maintain of REMANDEN every 6 or 8 hours. For chil- 
optimum penicillin concentration, follow an _ dren, follow-up dosage is based on 40 mg. of 
initial “loading” dose of 300,000 units of | ‘Benemid’ per Kg. of body weight per day in 
intramuscular penicillin with 2 Tablets of | divided doses, every 6-8 hours. 

REMANDEN or 2 teaspoonfuls of Suspension 
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Suggestions for General Practitioners 
in Small or Medium-sized Hospitals 


PREPARED BY 


THE COMMISSION ON HOSPITALS 


IN THE SMALLER HOSPITALS where a majority of the 
staff members are general practitioners, the addi- 
tion of a general practice department may be super- 
fluous. General practitioners should take an active 
part, individually and as a group, to improve stand- 
ards of medical care, but a simple form of staff 
organization may be the most effective. If the fol- 
lowing principles and objectives are provided for 
in the staff organization, the staff members should 
be able to operate properly. 

The purpose of the hospital and its personnel is 
to provide care for the sick and injured. Each 
licensed, ethical physician should have access to 
a hospital in order that he may properly fulfill his 
responsibility to his patients. 

Although the conduct of the hospital is the legal 
and moral responsibility of the governing board of 
the hospital, the responsibility for medical care 
must be delegated to the medical staff. The medical 
staff is a self-governing body, fully responsible for 
the quality of the medical care in the hospital. 

Medical staff officers should be elected by the 
members of the active staff. 

Recommendations on staff appointments and on 
privileges should be made by the active staff to the 
governing board. The active staff should use a 


MEDICAL 
STAFF MEDICAL STAFF 
ORGANIZATION 
CHART 

FOR SMALL 
HOSPITALS 


EXECUTIVE COMMITTEE 


General Practitioners and Specialists 


Qualification or Credentials Committee to assist it 
in investigating an applicant’s qualifications. 

The extent to which a hospital staff organizes 
itself into departments should be based upon the 
need due to the size of the hospital. The purpose 
of departmentalization is to aid in the administra- 
tion and in the physical operation of the hospital. 

If the medical staff organization encourages and 
permits general practitioners to obtain privileges to 
practice according to ability and provides for gen- 
eral practice representation on all the committees 
on the staff, then the purposes of a department of 
general practice are carried out. The addition of a 
department of general practice in such cases would 
ordinarily result only in further organizational 
structure without serving a useful function. 

In its “Standards for Hospital Accreditation,” 
the Joint Commission on Accreditation of Hospitals 
points out that staff appointments are made official 
by the governing body, but recommendations are 
customarily made by the active staff, and in no case 
shall a governing body make an appointment to the 
staff without first requesting such a recommenda- 
tion. This procedure, of course, is based on the 
principle that the active medical staff of a hospital 
is responsible for maintaining the quality of medical 
care and treatment in the hospital. So far as quali- 
fications for appointment to the staff go, the Joint 
Commission’s “Standards” require that members 
be qualified legally, professionally, and ethically for 
the positions to which they are appointed. No 
mention is made of board certification or member- 
ship in special societies. 

A chart showing minimum organizational struc- 
ture of a medical staff is presented below. The 
executive committee and the departments follow the 
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regular or military form of organization with the 
advisory committees set up to advise the executive 
committee. It is assumed that members of the staff 
will function in the various departments, as deter- 
mined for each by the executive committee, with 
the advice of its standing committees. 

A hospital organizational structure is more com- 
plex than that of many other organizations. This is 
because the medical staff, a part of the hospital 
organization, must function as a_ self-governing 
body. Although it is responsible to the governing 
body of the hospital, the medical staff’s relationship 
with the governing body is not the same as in a 
regular line organization. Furthermore, all other 
divisions and personnel of the hospital are part of 
a line organization under the governing board and 
administrator. Coordination between the medical 
staff and other divisions is made more difficult un- 
der such an arrangement and yet the sole purpose 
of the hospital is to provide care for the sick and 
injured, which can only be given by the members 
of the medical staff. How well the hospital fulfills 
its purpose depends greatly on good coordination 
between the administrator and the members of the 
medical staff. Such coordination requires mutual 
respect and recognition of each one’s duties and 
functions. 

The medical staff makes use of both line and staff 
organization in its own operations. The clinical 
services, or clinical divisions, of the staff are under 
direct responsibility of the active staff but the stand- 
ing committees, except the executive committee, are 
advisory committees. Such committees should ad- 
vise the staff only; execution of the policy is the 
function of the executive committee. 

Committee organization has certain disadvan- 
tages. It is time consuming and a committee has 
a tendency to compromise rather than offer a clear- 
cut line of action. Unless the executive committee 
of the medical staff is able to initiate and execute 
its decisions at once, it creates serious managerial 
problems for the administrator in directing and 
coordinating the hospital activities. 


A Department of General Practice 


The addition of a department of general practice 
into an already complex organization can cause 
some confusion and misunderstanding. The depart- 
ment may have direct line responsibility for the 
outpatient services, but when rendering medical 
services in other divisions, the members are a part 
of a clinical division that is under direct responsi- 
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You ease your schedule by prescribing 
home ultraviolet therapy, a recognized ancil- 
lary treatment in physical rehabilitation. For 
proper exposure to ultraviolet has proved 
particularly effective in increasing blood 
hemoglobin levels, and for improving utiliza- 
tion of calcium, iron, nitrogen, and phos- 
phorus in the blood. Improves appetite and 
sleep in selected forms of debility and second- 
ary anemia, and speeds convalescence after 
operations and after infectious diseases. 

Developed especially to deliver most effec- 
tive wavelengths in the stimulating portions 
of the ultraviolet spectrum, the Hanovia Pre- 
scription Model Ultraviolet Quartz Lamp, 
prescribed by you, may be purchased from 
local surgical supply dealers on convenient 
payment terms. 


Information literature on request. 
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bility of another department—medicine or surgery. 
How then can a department of general practice have 
administrative responsibility? It is this question 
that causes the difficulty. Obviously, the adminis- 
trative responsibility must be delegated to the de- 
partment by the active staff through its executive 
committee. 

There are self-governing responsibilities, how- 
ever, which the department must perform as a divi- 
sion of the medical staff. The purpose of the depart- 
ment is to assist in improving the medical care of the 
people of the community. To accomplish this, gen- 
eral practitioners need to be integrated into the 
medical staff of the community hospital. A division 
of their own, within the staff organization, should 
more definitely fix the general practitioners’ respon- 
sibility for self-improvement and enable individual 
general practitioners to have proper representation 
in the organizational structure of the medical staff. 

The general practitioners, as a group, need repre- 
sentation on the standing committees of the staff, 
including the executive committee. Such represen- 
tation may be accomplished without forming a de- 


partment of general practice within the medical 
staff organization, but without formal organization 
there usually is little organized activity. 

The formation of a department of general practice 
is a matter for the medical staff to decide, but the 
addition of such a department should not change 
the medical staff’s relationship in the over-all hos- 
pital organizational structure. 

General practitioners should remember that if a 
department of general practice is to be added to the 
medical staff organization, they must be prepared, 
individually and as a group, to make the department 
function properly. They must also be prepared to 
assume their share of activities and responsibilities 
of the medical staff committee. 

A new problem for the general practitioners is 
created by the addition of a department since they 
have another monthly or quarterly meeting to at- 
tend. 

As members of a clinical service of one or more 
departments, they need to attend those meetings, 
and also the general practice department meet- 
ings, if it is to function effectively. 
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References: 1. Antibiotics & Chemotherapy 2:55, 1952. 2. Scientific Exhibit, Norristown State Hospital. Data to be published. 
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Attendance at Hospital Staff Meetings 


Under the provisions for general practice in hos- 
pitals as outlined in Section II E of the Joint Com- 
mission’s “Standards for Hospital Accreditation,” 
a general practitioner may have privileges in one or 
more clinical services. If the hospital has a general 
practice department, a general practitioner will 
hold membership in the active staff as an active 
member of the general practice department. The 
general practice department does not operate clini- 
cal services but its members have privileges in the 
clinical services of the other departments. 

The Joint Commission’s “Standards” also pro- 
vide that the full active staff may meet only once 
every quarter if a review of the work in each clinical 
service is done monthly. This creates a problem for 
a general practitioner who may hold privileges in 
two clinical services as well as being active in the 
general practice department. 

In order to clarify this situation, as well as to dis- 
cuss other problems, the Academy’s Commission on 
Hospitals invited Dr. Edwin L. Crosby, then Direc- 


tor of the Joint Commission on Accreditation of 
Hospitals, to meet with the Commission in Chica- 
go, December 6, 1953. At this meeting the following 
provisions for general practitioners were agreed 
upon: 

In a well-departmentalized hospital electing to 
hold at least monthly clinical departmental meetings 
and quarterly general medical staff meetings in ac- 
cord with Contingent II, A 4 b (of the Joint Com- 
mission’s ‘‘Standards”), a doctor who holds an 
active staff appointment in a department of general 
practice should attend at least nine (75 per cent of 
12) departmental meetings per year held by the 
clinical services in addition to 75 per cent attend- 
ance at the quarterly meetings of the entire medical 
staff. One of the two following patterns for attend- 
ance at clinical departmental meetings should be 
followed by an active staff member of a department 
of general practice: 

1) If he has privileges as an active staff member in 
a clinical department, he should attend 75 per cent 
of the monthly meetings of that department just as 
all other active staff members of that clinical depart- 


Ants in the Printers’ Plants 


TAKING TEETH OUT OF SIN 

The dad who steps out with other women is running 
the risk of demolarizing his children.—Buffalo (N.Y.) 
Courier-Express. 


$IN$ OF COMMI$$ION? 

‘He is a little wan,” Dr. Graham said ‘“‘and he shows 
signs of taxation, but he is eating well.”—New York 
Times, describing condition of ex-President Truman. 


NICE EXAMPLE 

Most of eastern friends went to bed quite early, 
worked, and had children; so I followed their pat- 
tern.—Modern Screen Magazine quoting Shirley 
Temple. 


THAT'S HER LINE! 

Among the triumphs of modern medicine and sanita- 
tion, Sister Marie numbers a greatly reduced infant 
mortality rate, a near elimination of formerly prevalent 
tetanus and the acceptance of the clothes line in the 
pungle.—The Times. 


BEHIND THE EARS, TOO 


The medical director of the American Red Cross 
should be washed promptly, gently and thoroughly 
with soap and water.—Stockton (Calif.) Record. 
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COUNSEL FOR “‘AA"'? 


Dr. J. H. Allen has these signs for office use: 
DOCTOR OUT. At bottom in smaller type: Gone to 
Watts Bar. The other reads: DOCTOR IN, and at 
the bottom: Back from Watts Bar.—Prestonburg (Ky.) 
County Times. 


MATERNITY (G)RIND 
Frurriess DestrE: Basy Born to Wire Wuo Cravep 
WATERMELON.—Headline in El Paso Herald-Post. 
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ment. It is understood that no physician will have 
active staff appointment in more than one clinical 
department. 

Or 

2) If he has privileges other than as an active staff 
member in clinical departments, he should attend 
at least nine departmental meetings per year among 
the clinical services on which he has such priv- 
ileges. The clinical departmental meetings attended 
shall be of his own choice, with the exception that 
he might be requested to attend a particular 
departmental clinical meeting. 

In either situation, the general practitioner will 
attend the quarterly meetings of the full active 
staff. The purpose of the Joint Commission’s re- 
quirements on staff meetings are to provide for a 
thorough review of the clinical work of the staff. 

In some instances, a general practice department 
in a hospital conducts its own monthly clinical 
meetings. To provide for those cases the Academy’s 
Commission on Hospitals has recommended a third 
alternative, as follows: 

3) The general practice department may conduct 


monthly clinical meetings to review cases in which 
event members shall attend at least nine of such 
clinical meetings a year. It is recommended that the 
chief of the clinical service or another active staff 
member of the clinical service involved will be in- 
vited to attend such meetings to avoid duplication 
of clinical reviews. (The Commission on Hospitals 
feels that this contingent alternative may not be 
generally applicable, but it may be applied in those 
situations in which it has previously proven work- 
able or might be considered applicable.) 


Jack of All Trades 


THE HOMEOWNER who is not his own handyman 
frequently finds himself in a quandary. Who shall 
he call to repair the metal clasp on a casement win- 
dow? Or is it really worthwhile to call the plasterer 
for a crack in the cement along the door jamb of the 
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garage? Our industrial life has become highly spe- 
cialized. The union carpenter is usually not the 
craftsman the guild master of old was reported to be. 
Except when sitting in his own hammock of a Sun- 
day afternoon whittling away with his knife I doubt 
whether he has any idea of how to gouge out a 
chunk the size of a quarter let alone an intricate 
design. Yet his products are cheap and serviceable 
and in one day he earns more real money than many 
an ancient craftsman earned in a month. He is not 
jealous of the plumber or the plasterer and his ina- 
bility to carve a coat of arms on the ceiling beam 
bothers him not at all. In his $22 a day affluence he 
smiles condescendingly on his rare handyman ac- 
quaintance who can put a dowel in a chair, a tile on 
the wall, a hinge on the door; who can paint a panel 
and put down a concrete walk at perhaps $1.50 an 
hour. 

Why then are we surprised when in the field of 
medicine the plastic surgeon gets $125 to remove a 
sebaceous cyst on the face, the neurosurgeon gets 
$500 for trephining, the urologist a similar amount 
for a “punch operation” and the general practi- 


tioner $25 for caring for a pneumonia? The “chest 
man” who actually confirmed the diagnosis only got 
$50. 

“I wonder what’s happened to the general practi- 
tioner,” says the patient as he runs off to see the 
specialist—So wrote Dr. Peabody of Harvard over 
25 years ago. Let us examine what has happened to 
him. 

There is little doubt that in medicine itself the 
specialist looks down on his general practice col- 
leagues, and it surely is easy to see why this is so. 
In his capacity as a specialist the qualified derma- 
tologist should know what the rash is when the 
general practitioner doesn’t, the neurologist should 
know whether the sclerosis is multiple or amyotro- 
phic and lateral. Over a period of years, therefore, 
the specialist comes to the conclusion that his 
general practice colleague just isn’t very bright, and 
if that is his real feeling, it must of necessity show at 
times in his relationships with patients. It isn’t 
human for the dermatologist to remind himself that 
he doesn’t know a thing about abruptio placenta or 
glomerulonephritis, or for the neurologist to re- 
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member that pityriasis rosae and roseola infantum 
are more than just names to the general practitioner. 
If they should remember that the general practi- 
tioner is a jack of all trades, the main impression of 
most is that he is master of none. When called upon 
to help the psychotic, the psychiatrist rarely real- 
izes the tremendous number of psychoneurotics 
helped by the general practitioner; the dermatolo- 
gist probably doesn’t know how many impetigos and 
dermatitis venenata he doesn’t have to see (although 
I am sure he will realize how many luetics he doesn’t 
see). 

If the specialist, then on many occasions has rea- 
son to point up one general practitioner’s limita- 
tions and if it shows frequently in his patient rela- 
tionships, how much more often does it show up in 
his professional relationships? Isn’t it then only a 
step to hospital relationships and isn’t this a fac- 
tor in perpetuating the difficulties general practi- 
tioners have with hospital staff appointments ? 

It was Anthony who said’ “The evil that men do 
lives after them; the good is oft interred with their 
bones.” So let it mot be with the general practi- 
tioner! The multitude of ills and complaints he 
more than adequately treats should not be forgotten 
because on rare occasions he is inadequate. I stress 
the word rare because I believe that any fair minded 
man must admit that even the poorest doctors do 
far more good than harm; that mistakes of omission 
and commission are not made solely in the province 
of general practice. 

Since “master of none” is applicable to the spe- 
cialist as well as the general practitioner let us now 
examine whether the jack of all trades has any 
function. 

Just as hiring a plumber, a carpenter, a tile man, 
etc., is economically ruinous to the householder 
for routine jobs, so it should be obvious that their 
medical counterparts are equally ruinous economic- 
ally to the small homeowner! If the surgeon opens 
all paronychias, if the obstetrician brings all the 
babies, it the psychiatrist sees all the problems, if 
the E.N.T. man sees all the colds, the cardiologists 
all the murmurs, and the gastroenterologists all the 
tummy aches, we are going to run into trouble 
economically—or perhaps we already have. 

Many people foresee internists taking over the 
province of general practice. Aside from the fact 
that he doesn’t wish to (hasn’t he become an in- 
ternist?) there is the matter of night calls and the 
minor maladies which make up the majority of prac- 
tice and which the internist isn’t geared to handle. 
It is true that the general public finds it increasingly 
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difficult to find a general practitioner willing to 
handle night calls, but once again the reason for 
this state of affairs is fairly obvious. When the gen- 
eral practitioner is the friend and counsellor to the 
family he finds it almost impossible to refuse to get 
out of bed to see the patient, hence he makes the 
call. When the general practitioner is merely the 
guide to a directory of specialists in a family where 
daddy had his cardiologist, mother her gynecolo- 
gist, junior his pediatrician and otolaryngologist, 
grandpa his psychiatrist and grandma her lay reader 
and surgeon he finds it easy to refuse to go out at 
4 a.M. He has had relatively little contact with the 
people, economically they mean little to him, and he 
would rather let one of the battery just mentioned 
bail out the particular member of the family who 
may be in need of care. 

When medicine arrives at a point where assembly 
line techniques are all that is necessary, when indi- 
vidual attention is no longer needed, when scientific 
tables explain everything, when physical and chem- 
ical means are effective against all ills, then the jack 
of all trades will no longer be necessary. We may 
then bury Caesar! 

At that time each man should be trained inten- 
sively in his own specialty, the humanities may be 
completely ignored, and the general practitioner 
should no longer be allowed to practice at all. Until 
such time, he should be encouraged by his con- 
freres, cultivated by his patients and protected by 
the hospitals, for he is a valuable member of the 
medical team who is in danger of becoming extinct 
before the millennium arrives.—Howarp R. Seip- 
ENSTEIN, M.D., in the Westchester (New York) Medt- 
cal Bulletin, January, 1954. 


WHAT OTHERS ARE SAYING... 


The Doctor in Civic Affairs 


PERHAPS NO CITIZEN has a better opportunity than the 
doctor of medicine to observe the progress and the defi- 
ciencies of the community in which he lives and works. 
Nearly all activities of such a community are related to 
the health and welfare of its inhabitants and, therefore, 
bear upon the professional problems of the doctor of 
medicine and his patients. 

Often one hears, and seemingly more often of recent 
years, among a group of doctors either at a social or a 
professional function something about what the com- 
munity needs and what can be done about it. In com- 
munity affairs what benefits one benefits all in most 
instances. And the doctor of medicine, going as he does 
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good position to place the influence and respect for the 
profession behind many beneficial changes. 

In addition to a well-run and well-equipped hospital, 
does the community need more and better nursing 
homes, recreational facilities? Does it have a chamber of 
commerce to promote employment by bringing in new 
business and industry? How about parks, playgrounds 
for the children and adults, a clean and sanitary beach 
or swimming pools, picnic areas? Is air pollution a 
problem? Are the increasing numbers of the aged 
adequately cared for? Is community planning to reduce 
hazards of traffic and to provide adequate housing re- 
ceiving the attention it deserves? All these things the 
alert physician can observe for himself day by day in the 
locality where he works. Surely they deserve a place in 
his thoughts as he makes his rounds. 

The tradition of the medical profession has always 
been that of forward-looking men and their accomplish- 
ments. They rode with saddle bags on the bridle paths 
or drove their horses along the hard and rutted roads of 
our pioneer settlements to bring their healing art to far- 
flung hamlets or isolated farms. Their voices were raised 
in the town meetings which brought orderly govern- 
ment to growing communities. When the science of 
public health became a necessity to control the ravages 
of infectious disease, physicians were among the first to 
further it. They have pioneered every extension of 
medical service to the public as the country developed. 

Many in recent years have been so occupied with the 
burden of their growing professional work that they have 
tended to become cloistered in their offices and hos- 
pitals. They have not participated as they formerly did 
in the other than professional work of their communities. 
It is true that the isolated villages and towns have grown 
and merged, that the country has in many places be- 
come industrialized, the farms mechanized, that the 
civic problems of a modern age are different from those 
of a former day. But people are still people, and they 
do not live by bread alone. 

The needs of modern communities are vast and com- 
plex. The best thought and constructive imagination of 
all our citizens are required to meet them. Are we to 
think that merely because conditions are different, the 
old energy, the old urge to leadership, the old traditions 
of independent thought and action that characterized 
the early physicians of the country are waning? I for one 
do not think so.—Dan MELLEN, M.D., President, Med- 
ical Society of the State of New York. 


WHAT OTHERS ARE SAYING... 


Old Medical Books 


Ir May BE as difficult to define an old medical book as to 
define an old woman, but be that as it may, for general 
purposes a medical book is old if it has been published 
10 years or more. This applies to almost all fields of 
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medicine with the exception of anatomy, for contrary to 
advances in the arts and sciences, the anatomical man 
has remained unchanged, grossly at least. His tenure of 
life has been extended many years despite the assaults of 
modern living, cigarettes and automobiles, but funda- 
mentally he is the replica of Adam. 

Our present concepts of physiology, biochemistry, 
and therapy have had a profound influence on medical 
and surgical treatment, even in the memory of most of 
us. When we look upon the volumes on our shelves, 
we must realize that many of our books which we pur- 
chased with eagerness in our early days, particularly 
those encyclopedias, and three- or four-volume trea- 
tises, belong in the category of old, and almost for- 
gotten, friends. The early editions of Osler, for instance, 
bring back visions of the master clinician. His meticu- 
lous paragraphs on symptomatology are as crystal clear 
today as when they were written. The research’ in 
pharmacy, biological chemistry, and surgery have rele- 
gated some of our finest contributions to the limbo of 
old books. 

In the field of surgery, or any specialty thereof, 
books 20 years old make slight reference or none at all 
to operations upon the lung, the heart, or the vascular 
system. Neurosurgery and plastic surgery have emerged 
almost as new fields. Fractures are no longer treated 
exclusively with splints, casts, pulleys, and ropes, but 
have been supplemented by ingenious mechanical fix- 
ation and grafts. 

Medicine has not lingered by the wayside. Prescrip- 
tion writing is a lost art, if it ever were one. What is 
the answer? There is only one. Go over the entire 
collection of books and eliminate those of ancient 
vintage (10 years plus). Do not think for a moment 
that they have a monetary value or that any library, 
medical society, or hospital would be glad to accept 
them. 

There is a receptive depot, and your hospital librar- 
ian can arrange to dispose of them. Their final resting 
place will probably be in some far-off land, where books 
even 10 years old will find enthusiastic readers.—Cuar- 
tes S. Wuire, M.D., Medical Annals of the District of 
Columbia, October, 1954. 


WHAT OTHERS ARE SAYING... 


Still a Cult 


UNDER THE CAPTION “‘Osteopathy—A Cult?” Dr. Louis 
J. Bailey, Editor of the Detroit Medical News, official 
publication of the Wayne County Medical Society, 
takes a dim view of the opinion expressed by the Com- 
mittee for the Study of Relations between Osteopathy 
and Medicine in its report to the AMA’s House of 
Delegates last June. The report states “the justification 
or lack of justification of the cultist appellation of 
modern osteopathic education could be settled with 
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Provides medical profession with simple, posi- 
tive, and quick technique for a diagnosis of 
fluorescence of organic substances with Wood’s 
Light. This new diagnostic technique frequently 
discloses such conditions as: ringworm, female 
hormone deviation, porphyria, and cancer, be- 
fore they have developed to the point which 
permits normal discovery and diagnosis. Im- 
mediate treatment can be initiated prior to onset 
of complications without waiting for time-con- 
suming laboratory procedures. Hanovia tech- 
nicians developed the Hanovia Flurolamp with 
full cognizance of the specific requirements of 
the medical profession. It is proving itself the 
finest and most powerful instrument obtainable 
for diagnostic purposes. The Hanovia Flurolamp 
shuts out all light except that particular wave 
length that excites fluorescence. Small, yet most 
powerful, the Hanovia Flurolamp is held easily 
in the hand for directing at any angle. 


YOURS ON REQUEST: Complete infor- 
mation about diagnosis by Wood’s Light and 
Hanovia Flurolamp. 
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finality by direct on-campus observation and study of 
osteopathic schools. . . .”” 

“No investigation at this or any other time,” Dr. 
Bailey insists, “would erase the historical facts of the 
basic tenets of osteopathy and of their repudiation by 
time and by the practitioners of osteopathy alike. If 
osteopaths have gone beyond the platform of their 
founder, they are no longer practicing osteopathy. They 
are thus practicing a kind of orphaned medicine—the 
result of either voluntary or involuntary patricide.” 

Dr. Bailey predicts that little will be accomplished 
by the Committee except to stir up controversy. If 
its findings are favorable, he says, they will be widely 
publicized “with great delight”; however, if they are 
unfavorable, ‘‘the hue and cry of unfairness, of perse- 
cution will be raised.” 

Osteopathy, Dr. Bailey declares, originated in “the 
fertile brain of an untrained observer, (a) self-taught 
and peripatetic medical practitioner of the western 
plains—and in the turn of fortune on a Civil War 
battlefield which permitted a Minie ball to flick at the 
tunic of A. T. Still both fore and aft without injury 
to the wearer.” 

“Doctor” Still believed that all remedies necessary 
to treat the patient were compounded within the hu- 
man body. He was opposed to drugs, vaccination, and 
serums. Disease was the result of anatomical abnor- 
malities, therefore surgery was not to be thought of 
except as a last resort. 

Now, Dr. Bailey says that “Osteopathy was a com- 
plete and advanced school from the beginning; D.O.’s 
have access to all scientific knowledge (including sul- 
fonamides, serums and vaccines!) ; it is not a drugless 
system.” 

Chiropractic is described as an “off-shoot” of oste- 
opathy, and a “steal” from ‘Doctor’ Still by Palmer, 
“a family friend and visitor.” 

It is clear that Dr. Bailey thinks the AMA places 
itself in an untenable position if it compromises its 
standards with those of osteopathy. Those who take 
the same view will certainly make themselves heard 
when the subject comes up for discussion in the AMA’s 
House of Delegates, either at the December session in 
Miami, or next June at Atlantic City. On the other 
hand, those who advocate accepting osteopaths into 
the family of organized medicine will be equally vocal 
in their demands if the report on osteopathic schools 
is Wiprup, Managing Editor, 
Medical Annals of the District of Columbia, October, 
1954. 


WHAT OTHERS ARE SAYING... 


The Problem of Mental Illness 


REPORTS on mental disease indicate an alarming increase 
in the incidence of aberrations of the mind ranging all 
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the way from simple unjustified fears to overt mania. 
Are these reports correct? Are the increases real or are 
they only apparent and due to the general increase in 
population ? 

It is true that fifty years ago a great number of persons 
of unsound mind were kept at home. They were looked 
upon by their family and neighbors as being odd and 
sort of tolerated by being kept in the background. These 
persons did not get into the census figures of mental 
institutions. 

Physicians were well aware of their existence, how- 
ever, and some shrewd estimates of their number were 
made. Apparently the ratio of mentally ill to total pop- 
ulation is far higher than it has been heretofore. On this 
basis, it appears that the increase is real. 

As contributory cause we may cite several devastating 
wars, a series of economic depressions, great fluctua- 
tions in what a man’s wages would purchase, great 
wealth and great poverty in the same precinct, a break- 
down of cohesion in some families with resultant loss of 
security, affection and love, the spreading of alarm via 
newspapers, radio and television, and too much pub- ° 

licity to the mutterings of misguided persons, dema- | = 
gogues, aspiring politicians, captive economists, self- : 


Veratrite® — practice-proved by more 

than 20 years of use in thousands of cases 
of mild and moderate hypertension —now 
contains cryptenamine. 


Cryptenamine is a new alkaloid fraction of 


appointed prophets and other small men. On occasion 

we seem to have been living from one crisis to another. 

Danger is said to assail us from many quarters and some viride—isolated 

of these hazards have been real enough to make a strong ._ — produces sustaine = = : 

man quail. e pressure over prolonged periods and with 

Fear, frustration and feelings of insecurity develop * unparalleled safety. 

beyond proper proportions. Indeed, this has been . 

characterized by some as the age of anxiety. Stress, * 

apprehension, hostility and aggression are the natural | . 

psychological reactions to such a conditioning process. | 4 


Veratrite produces striking subjective im- 
provement of the patient — relief of head- 
ache and dizziness. 


All this is reflected in the rising burden of mental illness —— = cong a mea gra 
e diastolic blood pressure. These reduc- 
A great number of mental illnesses begin insidiously. © theme be ith 
Many potential cases have felt inadequate, failed to face _ V4 therapy. The earliest sign of successful 
reality and longed for greater security for some time be- e mn Gustin eo ps tinct feeling of 
fore it became obvious to anyone that they were so - Py g 


well-being, without excessive or unnat- 
The great hope for the future is that somewhere along 4 nae a. : 
the line of progressive mental deterioration such pez- . Each Veratrite tabule contains: ; 
sons may be recognized, channeled into treatment and e Cryptenamine* ..... 40 C.S.R. Unitst 
= number of them salvaged than at the present | gr. 
1 
The number of practicing psychiatrists in the United 


Warning: May be habit-forming. 
States is woefully inadequate. Probably we will not have 


enough within the foreseeable future. We need at least ® tained by an exclusive Irwin-Neisler non- 
three times as many for two good reasons: firstly, to 
treat maladjusted individuals before they become psy- | e  tCarotid Sinus Reflex 
chotic and, secondly, to put a little competition in this y4 
field of medicine and thereby prevent exploitation of — ° 
those who can ill afford it. 

We need more teachers in psychiatry. We need great- 

er emphasis on psychiatry in medical college so that | R W IN, N EISLER & COMPA NY 
every graduate will be better equipped to evaluate in- | eek DECAT UR, 401001: 


cipient mental illness. We need a great deal more re- 


Bottles of 100, 500 and 1000. 
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Do you protect your patients 

with antitoxins and antibiotics 

and then expose them to the 
danger of virus infection? 


Today, with daily administering of injections, 
safe office practice calls for the complete steri- 
lizing technique of the hospital operating room. 


For there is no telling which patient’s blood 
stream carries dangerous sporulating bacteria 
or viruses that may be transmitted on inade- 
quately sterilized instruments. 


Therefore, every instrument touching the blood 
stream of any patient should be subjected to 
moist heat of 250° F. Any means of sterilization 
less effective exposes your patients to serious 
infection. 


PROTECT YOURSELF, 
YOUR PATIENTS, WITH 
A PELTON AUTOCLAVE 


To the private office, a Pelton FL-2 or HP-2 
Autoclave brings the safety plus the speed of 
hospital sterilization. It provides certain destruc- 
tion of bacteria and safely handles fabrics, gloves, 


and solutions, as well as instruments. Write for 
our booklet, “‘A-B-C of Autoclave Sterilizing”’. 


FL-2 Autoclave cham- 
ber is 6” x 12”; HP-2, 
8” x 16”. Both are self- 
contained, efficient and 
easy to operate. 


Call your Pelton dealer or write today for literature 


Professional Equipment Since 1900 
THE PELTON & CRANE CO. + DETROIT 2, MICHIGAN 


search in primary causes and new treatment of these 
disorders. 

While specialization in this field of medicine is ob- 
viously necessary, it seems that doctors of general medi- 
cine could render valuable service by taking a greater 
interest in mental hygiene, and assume a greater re- 
sponsibility for the diagnosis and treatment of a number 
of psychiatric conditions. 

It becomes incumbent upon physicians, regardless of 
their line of work, to be more acutely observant of the 
mental processes of their patients, to be a confidant and 
friend and to take a little time to know the whole patient 
and the psychological and sociological matrix in which 
he lives. 

We must come to grips with this problem. 
—Cuak ks M.D.. Detroit Medical News, October 
25, 1954. 


WHAT OTHERS ARE SAYING... 


Medical Needs and Absenteeism 
in a Healthy Population 


TWO IMPORTANT QUESTIONS in the area of general health 
are: (1) What is the extent of the medical requirements 
of a group of individuals highly screened on health re- 
quirements over a given period of time? (2) To what ex- 
tent do these requirements result in absenteeism, i.e., 
interfere with job performance? .. . 

Recently, data on 1,080 Naval Aviation Cadets ex- 
tending over an eight-month period have become avail- 
able. These data give the number of times each individ- 
ual visited a medical dispensary which was available to 
care for their needs and also the resulting administrative 
action that was taken by the dispensary in regard to his 
continuing his routine activities. Such a population has 
the characteristics of complete and unrestricted availa- 
bility of its facilities with a defined health level for the 
group. 

The purpose of this particular paper is to report the 
findings ... 

The dispensary visits of the 1,080 cadets for eight 
months were studied. It was found that the extent of 
dispensary visits was considerable: about six men in 10 
made at least one dispensary visit during the period; 
the number of sick calls ranged from 0 to 43; 5 per cent 
of the group made 10 or more visits, and 10 per cent of 
the group made five or more visits during the period of 
time studied. 

Fortunately, the medical requirements did not result 
in extensive interference with job performance: 67 per 
cént of the visits resulted in immediate return to duty; 
only 33 visits required hospitalization; only one-tenth 
of one per cent of the man days available during the 
period were lost to off-duty assignments.—Wuse B. 
Wess, Ph.D., Pensacola, Fla., Industrial Medicine and 
Surgery, 23:416, September, 1954. 


GP « Volume X, Number 6 


= 
= 
“oy git 
A: 


g 


Managing Publisher 
Mac F. Cahal 


Publication Committee 

CuatrMAN John F. Mosher, M.D. 
I. Phillips Frohman, M.D. 
William M. Lotterhos, M.D. 
Robert M. Maul, M.D. 

Daniel M. Rogers, M.D. 

Holland T. Jackson, M.D. 

Ex Orricio Ivan C. Heron, M.D. 


Editorial Staff 

MEDICAL EDITOR Hugh H. Hussey, M.D. 
ASSOCIATE EDITORS Sol Katz, M.D. 
William S. McCune, M.D. 

Robert J. Gilston, M.D. 

EDITORIAL ASSISTANTS Clare Sennott 
Cleo Norris 


Assistant to the Publisher 
M. G. Hermetet 


Production Editor 
F. Roy Anderson 


Advertising 

ADVERTISING MANAGER Walter H. Kemp 
SALES MANAGER Carl L. Goullaud 

Box 293, Butler, New Jersey 

WESTERN ADVERTISING REPRESENTATIVE 
Gordon M. Marshall 

Penthouse, 461 Market Street, 

San Francisco 5, California 


Comptroller 
Norman P. Allen 


Circulation Supervisor 
Sue Callaway 


Materials for publication should be addressed to the Editorial and 
Business Offices of GP: Broadway at 34th St., Kansas City 11, Missouri. 
Correspondence pertaining to scientific content 

may be addressed to the Office of the Medical 

Editor: Hugh H. Hussey, M.D., District of Columbia 

General Hospital, Washington 3. D.C. 


GP e December, 1954 


1S ENHANCED BY THE OPPORTUNITY IT GIVES a 


Another dramatic use of ‘Thorazine’ 


‘Thorazine’ stopped hiccups (often after the first dose) 


in 56 out of 62 patients in seven different studies. 


Excerpts from two studies: 


‘Thorazine’ stopped hiccups in 8 out of 10 patients. In 6 patients, 

“the hiccups were arrested within 20 minutes” after the first dose of 
‘Thorazine’, in 2 other patients after the second dose. “Most of the 
commonly available remedies for hiccups had been tried before [“Thorazine’] 
was administered to these patients.” (Moyer et al.: Am. J. M. Sc. 
228:174, Aug., 1954.) 

‘Thorazine’ “stopped hiccup in five of seven patients treated and 

partially controlled it in the other two.” (Stewart and Redecker: 
California Med. 81:203, Sept., 1954.) 


Available in 10 mg., 25 mg. and 50 mg. tablets; 25 mg. ampuls (1 cc.) 
and 50 mg. ampuls (2 cc.). 


Smith, Kline & French Laboratories, Philadelphia 1 


%*Trademark for S.K.F.’s brand of chlorpromazine hydrochloride. 
Chemically it is 10-(3-dimethylami yl)-2-chlorphenothiazine hydrochloride. 
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Relief and Repair in 


RHEUMATIC CONDITIONS 


Arthritis Sciatica Neuritis * Neuralgia * Gout 


Glucuronolactone replacement therapy . . . counter- 
acts the degenerative influences of elevated serum 
hyaluronidase in rheumatic patients. 


Salrin . . . sodium-free salicylamide . . . does not 
metabolize to free salicylic acid . . . analgesic. 


WARREN - TEED 


Non-Toxic . ..no known contra- 
indications . . . well tolerated. 


GLU-SAL Warren-Teed — bottles of 
100 and 500 tablets 


THE WARREN-TEED PRODUCTS COMPANY, 
COLUMBUS 8, OHIO 
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SIMILAC POWDER—physiologic food during the first year of life— 


To assure sound growth and reduce many of the complications commonly encountered in the 
first year of life, the full, balanced Similac formula provides: fat, protein and carbohydrate 
closely approximating the content of human breast milk in quality and quantity; a full com- 
plement of known essential vitamins in adequate amounts; an adjusted mineral content; 
a soft, fluid curd with zero tension, assuring rapid and easy digestion. 


SIMILAC POWDER-—stable in price ... an economy in feeding — 


With food costs at or near an all-time high, the price of Similac has remained relatively 
constant since 1923. Similac with its complete modification and added vitamins is virtually 
the same in price as vitamin-supplemented whole-milk feeding — and in many instances actu- 
ally affords greater economy. 


SUPPLIED: 


Tins of 1 Ib., with 


available as 


concentrated 
There is no closer equivalent to the milk of healthy, well-nourished mothers + Shee 
o, 
M&R LABORATORIES, Columbus 16, Ohio 
wit 
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colds, sniffles, fever 


ma ke Treatment 
treat 


multicolored, eye-appealing tablets 
© delightful cherry flavor and aroma 


MEpIizeTs may be swallowed, chewed, 


dissolved.on tongue or in liquid 


and followed by a small amount of water. 


b Conicipin® Pedigtric Mevicer® 
Cuton-Tarmeron® Maleate 0.75 mg. (4; gr.), 
irin sug. (1 4gr,), and acetophenctidin 16 mg. (% er.). 


SLATICAW prey NIGIOINOD 


_ 


Gratifying relief from painful urinary symptoms 


PYRIDIUN® 


(PHENYLAZO-DIAMINO-PYRIDINE HCL) 


In a matter of minutes after ingestion, the sooth- 
ing, colorful action of PyripiuM allays physically 
and psychologically the acute dysuria, urgency 
and frequency that accompany pyelonephritis, 
cystitis, prostatitis and urethritis.! 

PyRIDIUM is non-toxic and compatible with 
sulfonamides and antibiotics. Thus, its concomi- 
tant use with antibacterials poses no additional 
problem in medical management. 

1. Fetter, T.R., Delaware State Med. J. 25:309, 
Nov. 1953. 


SUPPLIED: 0.1 Gm. (144 gr.) tablets, in vials of 
12 and bottles of 50. 


Pyripium is the registered trade-mark of Nepera 
Chemical Co., Inc. for its brand of phenylazo-diamino- 
pyridine HCl. Sharp & Dohme, Division of Merck 
& Co., Inc., sole distributor in the United States. 


SHARP & DOHME 
Philadelphia 1, Pa. 
Division of MERCK & CO., INC, 
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 * MORE THAN 15 APPLES 


... would be required to equal the 100 mg. ascorbic acid content of a 
single capsule of “BEMINAL” FORTE with VITAMIN C, which also provides 


therapeutic amounts of essential B factors as follows: 


Thiamine mononitrate (B,) ............ 25.0 mg, 


Recommended whenever high B and C levels are 
required and particularly pre- and postoperatively. 
Suggested dosage: 1 to 3 capsules daily, or more 
as required. 

No. 817—supplied in bottles of 100 and 1,000. 


AYERST LABORATORIES @ NEW YORK, N.Y. @ MONTREAL, CANADA 
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Riboflavin (Bz) 12,5 mg. 
Nicotinamide mg. 
Pyridoxine HCI (Bg) 1.0 mg. 
Calc. pantothenate .......................... 10,0 mg. > oS 
Vitamin C (ascorbic acid) ..............100.0 mg. Aso ae 
25 


ELECTRON PHOTOMICROGRAPH 


KHlebstclla 39,000 


Klebsiella pneumoniae (Friedlander’s bacillus) is a Gram-negative, 
capsulated organism commonly involved in 
various pathologic conditions of the nose and accessory sinuses, 


in addition to bronchopneumonia and bronchiectasis. 


It is another of the more than 30 organisms susceptible to 


PANMYCIN 


100 mg. and 250 mg. capsules 


@TRADEMARK, REG. U. S. PAT. OFF, ‘Upjohn 


iron deficiency anemia 


is encountered particularly in infants ...”" 


Iron deficiency, “the most common nutritional ““7ime 
deficiency” in infants and children? is observed € on 
frequently after the age of six months.'.2 Neither 5 

breast milk nor a cow’s milk formula aa a G. 


satisfactory iron intake after the infant’s inherited f 
iron stores are exhausted. 


Fer-In-Sol administered regularly gives effective i 
protection against the iron deficiency so prone to 4 ? 
develop in infants. In both prophylaxis and therapy, # 

a specific response is obtained with this concen- 
trated solution of ferrous sulfate. _ 


Only 0.3 cc. of Fer-In-Sol supplies the full Recom- 
mended Daily Allowance of iron for infants. Best (about % grain) ferrous 
administered in fruit juice or water between feed- X sulfate—7.5 mg. iron. 
ings, Fer-In-Sol leaves no unpleasant after-taste 

and is exceptionally well tolerated. 


Available in 15 and 50 cc. bottles 
with droppers calibrated for 0.3 and 0.6 cc. 


1. Wintrobe, M. M.: Clinical Hematology, ed. 


2. Smith, N. J., and Rosello, S.: R-| SOL 


Philadelphia, Lea & Febiger, 1951, pp. seat. 


Clin. Natrition 1: 275, 1953. 
. Jeans, P.C., in A.M.A. Handbook of Nutrition, 
ed. 2, New York, Blakiston, 1951, p. 280. fron in a drop for 


infants and children 


MEAD JOHNSON & COMPANY + EVANSVILLE, INDIANA, U.S.A. MEAD) 
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0.3 cc. supplies 37.5 mg. 


27 


s es 
2 
( AGE INCLDENCE OF IRON DEFICIENCY ANEMIA 
| disease was found with 
greatest frequency in on 
| | infants 6 t0:24 months py 
Mims 1 2345678 F 
— Yo 
= 


1 UNEXCELLED ANTIBIOTIC SPECTRUM 
‘Ilotycin’ is effective against over 80 percent of all bacterial in- 
fections; yet the bacterial balance of the intestine is not signifi- 
cantly disturbed. 


2 NOTABLY SAFE 
No allergic reactions to ‘llotycin’ have been reported in the 
literature. Staphylococcus enteritis, anorectal complications, 
moniliasis, and avitaminosis have not been encountered. 


3 KILLS PATHOGENS 
‘llotycin’ is bactericidal in generally prescribed dosages. 


4 CHEMICALLY DIFFERENT 
Virtually no gram-positive pathogens are inherently resistant to 
‘llotycin’—even when resistant to other antibiotics. 
5 ACTS QUICKLY 
Acute infections yield rapidly. 
Available in tablets, pediatric suspension, 
and I.V. ampoules. 


Average adult dose: 200 mg. every four to 
six hours. 


POLIS 6, HNDIANA, U.S. A. 
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For today...tomorrow...and years to come... 


The radiographs and color photographs reproduced on this 
and the following page illustrate a mandibular resection. Bet- 
ter than hundreds of words, they show how radiography and 
photography work, day in and day out, to aid physicians and 
students in diagnosis, teaching, and research. 


Radiographs and photographs: Veterans Administration Hospital, Bronx, New York. 


Preoperative lateral radiograph of the left mandible. 


A. Photograph of resected mandible. 


B. Radiograph of resected mandible. 


C. Photograph of resected mandible cut 
to show appearance of cross section. 


D. Photomicrograph (1000) 
of resected mandible. 
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For Radiographs: Kodak Blue Brand X-ray 
Film and Kodak x-ray processing chemicals 
meet the most exacting requirements. They 
are always dependable—uniform. Quality 
controlled—rigidly tested—they are made 
to work together. 

For Color Photographs: Kodachrome Film 
for miniature and motion-picture cameras 
(prices include processing by Kodak); 
Kodak Ektachrome Film and Kodak Ektacolor Film, Type 
B, for sheet-film cameras; Kodak Ektachrome Roll Film, 
Nos. 120 and 620, for roll-film cameras (can be processed 
locally). 


Order x-ray products from your x-ray dealer, 
photographic products from your photographic dealer. 


EASTMAN KODAK COMPANY, Medical Division, ROCHESTER 4, N. Y. 


Postoperative posteroanterior and lateral oblique radiographs showing restoration of mandible with acrylic (radiolucent). 
: 
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ORDER 


Here is the perfect answer to the perplexing gift problem for your general practitioner colleague, or that young 
student or intern in whom you have a paternal interest. Nothing will be so appreciated as his own personal 
copy of GP each month. Translate a gracious Yuletide gesture of friendship into a thoughtful round-the-year 
invitation to share the pleasures and valuable knowledge in your magazine. In no other way can you make such 
an appreciated gift at so little cost. 


We will mail an attractive Gift An- 
nouncement, in time for his Christ- 
mas morning stocking. The subscrip- 
tion will start with the January issue. 
Half Rate for students, interns, and 
residents. For non-member physicians 
in active practice, the subscription 
is $10.00. 


USE THIS COUPON 


GP, Broadway at 34th, 
Kansas City 11, Mo. 


Please send a one-year Gift Subscription as follows} 
Active Physician $10.00; 1 
Student Intern Resident $5.00 [J 
My check is enclosed. 


Please send the recipient a Gift Announcement bear 
ing my name: 


Subscription for 
Name 


Address 


City, State | 
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TRIE 
artner should not be overlooked in your cases 
male marr ibe with confidence XXXX FO 
‘Trichomonas vaginitis. You may to direct therapy of the female. 
RAMSES,® or SHEIK® as a ‘ 
ill avoid patient-embarrassment at the point 
oo prescription by brand name will a ; of your regimen. — 
insure top quality, and assure full 
West 55th Street, New York 19, N.Y. 
JULIUS SCHMID, INC. Prophyiactics 
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it’s now only 2-A-DAY. a 
more ECONOMICAL 

| 


*T.M. for Abbott's film sealed tablets. Pat. applied for. 


() 


new 


2 Filmtabs contain: 
210 mg. THE RIGHT AMOUNT 
(as Ferrous Sulfate) OF IRON 

+ + 
1 U.S.P. Oral Unit ANTI-PERNICIOUS 
(Vitamin By with Intrinsic Factor Concentrate, Abbott) ANEMIA ACTIVITY 

+ + 
150 mg. NUTRITIONAL 
Liver Fraction 2, N.F.............. 200 mg- FACTORS 
Thiamine Mononitrate............... 6 mg. = 
Pyridoxine Hydrochloride............ 3 mg. 3 


new er| now 2-A-DAY dosage 


Therapeutic dose for iron-deficiency, nutritional 
and pernicious anemias is now only 2 tablets 
daily. For prophylaxis in anemias of old age, 
pregnancy, and convalescence (particularly in 
post-gastrectomies): 1 or more tablets daily as 
required. 


new SMALLER than a dime 


Because of the new Filmtab (marketed only by ° 
Abbott), new IBERoL provides—for the first 

time in a tablet of its size—the basic antianemia 

agents plus essential nutritional factors, includ- 

ing the complete B complex. Tasteless, easy to 

swallow . . . a hard tablet, not a soft, sticky 

capsule. 


now now more ECONOMICAL 


Dosage supply of 2-a-day IpeRoL Filmtabs now 
lasts 50% longer than the previous 3-a-day treat- 
ment—and the savings are passed on to your 
patient! Potent new formula provides increased 


antianemia activity . . . eliminates need for Cb bott 
* aizaz2 added B-complex supplementation. 


J 


relieve the symptoms 


---prevents and controls secondary infections 


..-while relieving “cold-like” symptoms 


In a single convenient tablet, A-P-Cillin combines three widely 
prescribed therapeutic agents for control of acute upper respir- 
atory infections and for relief of symptoms. 


Each A-P-Cillin tablet contains: 


APC—-for analgesic and antipyretic action—to relieve sys- 
temic symptoms. 


) ANTIHISTAMINE—for local symptomatic relief, partic- 
ularly from profuse nasal discharge. 
Phenyltoloxamine dihydrogen citrate... 25 mg. 


3 PENICILLIN —for prevention and control of secondary 
bacterial infections. 

Procaine penicillin G..... 100,000 units 


For common acute upper respiratory infections, the usual adult dose 
is 2 tablets three times a day, continued for at least three days. 
Tablets should be taken at least one hour before or two hours after 


meals—supplied in bottles of 50 and 500 tablets. 
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How Carnation 
protects the baby’s formula 
from farm to bottle 


Guards Your Recommendation 5 Important Ways 
The physician is assured Carnation guards his recommen- 
dation with extreme care. From raw milk to grocer’s 
shelf, Carnation comstant quality control safeguards 
uniform high quality, freshness, and nutritive values. 


1. From the famous Carnation Farms near Seattle, cattle 2. In the Carnation laboratories, continuing research 
from world-champion bloodlines are shipped to sup- guards the purity and nutritive values of Carnation 
plier herds to help improve the Carnation milk supply. _ Milk—develops new and improved processing methods. 


3. Carnation supplier herds and equipment are inspected 4. Every drop of Carnation Milk is processed solely by 
regularly by Carnation Field Service Men. Only milk Carnation, in Carnation’s own plants, to Carnation’s 
meeting Carnation’s high standards is accepted. high standards, assuring high quality and uniformity. 


THE MILK EVERY DOCTOR KNOWS 


A NEW IDEA! 


More and more physicians are 
suggesting the use of reconsti- 
tuted Carnation Milk during the ~— 
transition from bottle to cup, to A 
avoid digestive upsets and en- AX / 


courage baby’s ready accept- 


5. Carnation store stocks are date coded and inspected 
regularly by Carnation salesmen to assure freshness and § milk h 
high quality whenever a mother makes her purchase. ance of milk trom the cup. 


170 GP e Volume X, Number 6 


= 
— 
d 
\) 
ry 
Vv, 
for 
ING 
= — womocent VAN 
. 


N NOV 


SAFER...MORE EFFECTIVE 
CORTISONE THERAPY 


WITH TRADEMARK | 


A New Central Development, NeocyLaTE* with CORTISONE 
fulfills the recommendations of leading rheumatologists by 
providing, in convenient tablets, a potentiated salicylate 
formula (NEOCYLATE) combined with lower, safer doses of 
cortisone.!-5 Full-scale antirheumatic effect is attained with 
minimal risk of undesirable complications. And —NEOCYLATE 
with corTISONE is sodium-free. 


Each NEOCYLATE with CORTISONE Entab* contains: 


Ammonium Salicylate...... 0.25 Gm. (4 gr.) 
Potassium Para-Aminobenzoate. 0.32 Gm. (5 gr.) 
Cortisone Acetate ........ 5 mg. (1/12 gr.) 


RECOMMENDED DOSAGE: For acute cases, 8 to 10 Entabs daily 
in divided doses. For maintenance, 1 or 2 Entabs four times 


daily. 
SUPPLIED: Bottles of 50 and 200 Entabs (enteric-coated tablets). 


1. Committee of American Rheumatism Association: Primer on the 
Rheumatic Diseases, J.A.M.A. 152:323, 405, 1953. 2. Robinson, W. D., 
et al.: Tenth Rheumatism Review, Ann. Int. Med. $9:498, 1953. 3. Dry, 
T. J., et al.: Proc. Staff Meet., Mayo Clin. 21:497, 1946. 4. Wiesel, L. L., 
et al.: Brooklyn Hosp. J. 8:418, 1950. 5. Wiesel, L. L., and Barritt, A. S.: 
Am, J. M. Sc. 227:74, 1954. 
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‘THE CENTRAL PHARMACAL COMPANY 
PRODUCTS BORN OF CONTINUOUS RESEARCH 


THE FIRST 
antifungal antibiotic 


MYCOSTATIN 


SQUIBB NYSTATIN 


Highly effective for prevention and treatment of 
intestinal moniliasis 


The intestinal flora of patients treated with oral antibiotics, 
particularly the broad spectrum preparations, undergoes pro- 
found changes. In many cases there is a strong overgrowth of 
Candida (monilia), and the extent of overgrowth seems to be 
proportional to the amount of the antibiotic taken. This phe- 
nomenon does not necessarily lead to clinical moniliasis, but 
a considerable number of patients with an overgrowth of 
Candida have intestinal symptoms, including diarrhea, ulcer- 
ation, anal fissure, and persistent pruritus. 


When such effects are due to Candida, they can be prevented 
by Mycostatin. Established monilial infection of the gastroin- 
testinal tract can be cleared up by Mycostatin in 24 to 48 hours. 


Dose: 500,000 units t.i.d.; 
to be doubled if intestinal 
fungi are not suppressed. 
Mycostatin is well tolerated 
by nearly all patients, and 
is compatible with the com- 
monly used antibiotics. 


500,000 unit tablets 
Bottles of 12 and 100 


*Mycostatin’ is a Squibb trademark 


of 


BROAD SPECTRUM 
ANTIBIOTIC OF CHOICE 


HYDROCHLORIDE 


Squibb Tetracycline Hydrochloride 


Steclin is the newest broad spec- 
trum antibiotic. 


¢ Fewer side effects, better tolerated 
than oxytetracycline or chlortetra- 
cycline. 

* Greater stability in blood serum, 

¢ Efficient distribution to tissues and 
body fluids. 


* Fully effective blood levels. 


50 and 100 mg. capsules 
Bottles of 25 and 100 
250 mg. capsules 
Bottles of 16 and 100 


The range of clinical usefulness of 
Steclin is similar to that of oxytetra- 
cycline and chlortetracycline. It is 
often superior to its analogs be- 
cause therapeutic blood levels are 
achieved with fewer gastrointestinal 
side effects. 


As with all broad spectrum anti- 
biotics, overgrowth with nonsus- 
ceptible organisms, particularly 
monilia, may occur. 


"Steclin' is a Squibb trademark 
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estrogen therapy. “Pre 


marin” (com. 
Symptomatic relief but 
Tt has no odor... 


ter-soluble), also known 
quid form, 


estrogenic substances (wa 
$ (equine), is supplied in tablet and li 
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! For every woman presenting classic menopausal hot flushes, there is another 
an). who exhibits symptoms which are equally distressing but less clearly defined. For 
my example, insomnia, easy fatigability, headaches may also be symptoms of 
m: ' declining ovarian function, but frequently are not so recognized because they occur 
oe long before and even years after menstruation ceases. When such is the case, the 
a Patient may be expected to respond to 
a Plete equine estrogen-complex) produces not only prompt 
also imparts a gratifying “Sense of well-bej 
imparts no odor. ‘?P 
a8 Conjugated estrogen 
: 
|| 


Cortef* 


for inflammation, 
neomycin 
for infection: 


1, ointment (topical) 


Each gram contains: 


Hydrocortisone acetate . 5 mg. 
(0.5%) or 10 mg. (1%) “or 251 mg. (2. 5%) 
Neomycin sulfate ............. 5 mg.** 
Butyl-p-hydroxybenzoate ....... 1.8 mg. 
Supplied: 


5 Gm. and 20 Gm. tubes in plastic cases 


Neo-Cor [: ophthalmic ointment 


Each gram contains: 
Hydrocortisone acetate .. 15 mg. (1.5%) 
Neomycin sulfate ............. 5mg.** 


Supplied: 1 drachm applicator tubes 


3. e-Cortef drops (eye and ear) 


Each cc. contains: 


Hydrocortisone acetate .. 15 mg. (1.5%) 
Neomycin sulfate ............. 5mg.** 


Supplied: 5 cc. dropper bottles 


TRADEMARK 


EQUIVALENT TO 3.5 MG. NEOMYCIN BASE 


Upjohn THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN | 


GP « December, 1954 175 


| 
— 


PAIN HAS 


Pain has two aspects—physical and psychic. Most analgesics, 
however, treat only physical pain. But as Krantz and Carr point 


out: “. . . the emotional trauma produced by the pain is an 
essential segment of the pain syndrome which must be treated.””! 
‘Daprisal’ does just that. ‘Daprisal’ relieves the psychic 

aspects of pain because it contains the components of Dexamy!* 
~S.K.F.’s widely prescribed mood-ameliorating preparation. 


‘Daprisal’ also relieves physical pain because it provides the 
combined analgesic effect of acetylsalicylic acid and phenacetin 
—potentiated by amobarbital. 

FORMULA: Each ‘Daprisal’ tablet contains Dexedrine* Sulfate 
(dextro-amphetamine sulfate, S.K.F.), 5 mg.; amobarbital, '/2 gr. 
(32 mg.); acetylsalicylic acid, 2'/2 gr. (0.16 Gm.); 

phenacetin, 2!/2 gr. (0.16 Gm.). 


DAPRISAL 


for the relief of pain and the mental and emotional 
distress that prolongs and intensifies pain 


*T. M. Reg. U. S. Pat. Off. 


Smith, Kline & French Laboratories, Philadelphia 


1. Krantz, J. C., and Carr, C. J.: Pharmacologic Principles of 
Medical Practice, Baltimore, Williams & Wilkins Co., 1951, p. 587, 
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in dermatologic conditions 
... two new and potent 


corticoid preparations 


4 


anti-inflammatory 


antipruritic 


Condition before treatment Condition twelve days 
with 0.2 per cent after treatment ey 
Florinef Ointment 


¥ 
; 
4 
: 
4 
) 


Florinef 0.2 per cent appears to be therap_utically equivalent 
to 2.5 per 
Plorinef 0.1 per gent appears'to be therapeutically equivalent 
to 1.0 per cent hydrocortisone 


the vehicle in Florine Ointment, enhances: 
therapeutic response 
Fiorinef Ointment, 6.1 and 62 per cent, is-supplied im 
gram ahd 20 gram collapsible tubes. Florinef Lotion 0.3 and 
2 per is avai lable, in Ce: bottles. 


ne days after... 
hydrocortigone Totton. 
0.2 per cent was applied 
to right side of face : 


in 
< 
| 
| 
| 
wide of face 
he 


Just Another 
Sedative-Hypnotic 
but 


A NEW Concept in 
Sedation 


Write for 
See for yourself the: 


e rapid onset of action 
e refreshing sleep 
e absence of side-effects 


*D. H. E. 45 (Dihydroergotamine) enhances 
action of barbiturates and scopolamine, which 
act in concert. 

Synergism affords optimal sedative effect with 
minimal doses. 


Each tablet contains: 
Sodium diethylbarbiturate 45.0 mg. 
Sodium phenylethylbarbicurate 15.0 mg. 
Sodium isobutylallylbarbiturate _ 
(Sandoptal) 25.0 mg. 
Scopolamine hydrobromide 0.08 mg. 
Dihydroergocamine 
methanesulfonate 0.16 mg. 


SEDATIVE-HYPNOTIC 


BIVISION OF SANDOZ CHEMICAL WORKS. inc. 
HANOVER, N.J. * CHICAGO 2 + GAN FRANCISCOS 
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Areas of Clinical Study [ One of a series 


ANEMIA 
OF 
INFANCY 


Recently completed—1954— studies": ? again confirm the 
unique value of Roncovite (cobalt-iron) in the preven- 
tion and treatment of infant anemia. Clinical results 
show that routine administration of Roncovite can com- 
pletely prevent the iron deficiency which so frequently 
develops in the first six months of life. 


RONCOVITE (Cobalt-Iron) has introduced a wholly new 
concept in anti-anemia therapy. It is based upon the unique 
hemopoietic stimulation produced only by cobalt. The 
application of this new concept has led to marked, often 
dramatic, advances in the successful treatment of many 
of the anemias. 


EFFECTIVE 

“It is a significant fact that none of the...cases receiving 
iron as well as cobalt required additional iron therapy and 
that the haemoglobin levels of this group remained con- 
sistently and significantly higher than those in any other 
group after the age of 4 months.””! 


**.,.there can be no doubt that the average hemoglobin 
values...are greater in the cobalt-iron [Roncovite] treated 
group.””? 

PATIENT SATISFACTION 

**...the mothers of these anaemic infants frequently stated 
spontaneously that the children were much improved, with 
increased appetite and vigour. It seems possible, therefore, 
that even if anaemia in premature infants does not usually 
produce marked symptoms, there is a subclinical debility 
which becomes more evident in retrospect.”! 


SAFETY 

“There was no evidence of toxicity in any case under treat- 
ment:...There is nothing to suggest that cobalt in any way 
impairs the general progress or rate of weight gain in pre- 
mature infants in the dosage employed.””! 

“The babies were closely observed daily for ill effects of the 
medication while at the premature unit and when they re- 
turned for check ups. None of them showed harmful effects 
despite the large doses....A few of the babies have been 
followed for more than 100 days with no ill effects noted.’”? 


SUPPLIED: 
RONCOVITE DROPS 
Each 0.6 cc. (10 drops) provides: 


40 mg. 
(Cobalt 9.9 mg.) 


RONCOVITE TABLETS 
Each enteric coated, red tablet contains: 


Ferrous sulfate exsiccated...... 0.2 Gm. 
RONCOVITE-OB 


Each enteric coated, red capsule-shaped 
tablet contains: 


Ferrous sulfate exsiccated...... 0.2 Gm. 
0.9 Gm. 
DOSAGE: 


One tablet after each meal and at bedtime. 
0.6 cc. (10 drops) in water, milk, fruit or 


vegetable juice once daily for infants and 
children. 


1. Coles, B. L., and James, U.: Arch. of 
Disease in Childhood 29:85 (1954). 


2. Quilligan J. J., Jr.: Texas State J. Med. 
50:294 (May) 1954. 


Bibliography of 192 references 
available on request. 


RONCOVITE 


The original, clinically proved 
cobalt-iron product. 


LLOYD BROTHERS, ING. 


Cincinnati, Ohio 


In the Service of Medicine Since 1870 
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ELECTRON PHOTOMICROGRAPH 


Si hefilococcus faccalt 40,000 X 


Streptococcus faecalis is a Gram-positive organism commonly involved in 


a variety of pathologic conditions, including 


urinary tract infections * subacute bacterial endocarditis + peritonitis. 


It is another of the more than 30 organisms susceptible to 


PANMYCIN 


100 mg. and 250 mg. capsules 


# TRADEMARK, REG. U. S. PAT. OFF. 
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Remanden Gives BETTER 
PLASMA PENICILLIN LEVELS—BOTH 
PEAK-WISE AND DURATION-WISE. Lev- 
els are comparable to those obtained with 
intramuscular penicillin,’ superior to 
those of other oral penicillin preparations.” 


Remanden ENHANCES AND 
PROLONGS THE ACTION OF PENICILLIN. 
“Increases penicillemia by 2 to 10 times 
... infections ordinarily regarded as un- 
treatable with penicillin have been suc- 
cessfully managed.”* 


Remanden ts tHE PENICIL- 
LIN OF CHOICE. May be used alone in 
many common infections, or in fulminat- 
ing infections as an adjunct to parenteral 
penicillin. 


Remanden. 


PENICILLIN WITH BENEMID® 


Remanden repucts PENICILLIN 
WASTAGE—CAUSES NO RENAL IMPAIR- 
MENT. With REMANDEN, most of the 
penicillin is reabsorbed and recirculated— 
there is no inhibition of other tubular 
secretory systems.* 


Remanden ts simpte To ADMIN- 
ISTER—PLEASANT TO TAKE. In Tablets or 
pleasant-tasting Suspension. Assures flex- 
ibility of dosage...saves time and frequent 
house calls. 


Remanden supptements AND 
AUGMENTS INITIAL iINTRAMUSCULAR 
PENICILLIN. An initial “loading” dose of 
injected penicillin is followed by 2 Tablets 
of REMANDEN or 2 tsp. of Suspension of 
REMANDEN every 6-8 hours. 


Supplied: Tablets, REMANDEN-100 and REMANDEN-250, providing 100,000 or 250,000 
units of potassium penicillin G with 25 mg. of ‘Benemid.’ 


NEw Suspension REMANDEN-100. (In 60 cc. bottles.) One 
tsp. equals one REMANDEN-100 tablet. Jn 60 cc. bottles. 


Philadelphia 1, Pa. 
DIVISION OF MERCK & CO., INc. 


References: 1. Antibiotics & Chemotherapy 2:55, 1952. 2. Scientific Exhibit, Norristown State Hospital. Data to be published. 3. A.M.A. 


Exhibit, June 1951. 4. Am. J. Physiol. 166:639 (Sept.) 1953. 
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@ Rauwiloid is not the crude rauwolfia root. 
Rauwiloid presents the total hypotensive activity of 
the pure whole Rauwolfia serpentina (Benth.) root 
—but it is freed from the inert dross of the whole root 
and its undesirable substances such as yohimbine- 
type alkaloids. 


e Rauwiloid is not merely a single contained alka- 
loid of rauwolfia. Rauwiloid provides the balanced 
action of the several potent alkaloids in rauwolfia; 
reserpine—regardless of the brand name under 
which it is marketed—is only one of the desirable 
alkaloids in Rauwiloid. 

e Rauwiloid contains, besides reserpine, other 
active alkaloids, such as rescinnamine,':? reported 
to be more potent than reserpine. 


e Rauwiloid is the original alseroxylon fraction 
of unadulterated Rauwolfia serpentina (Benth.)— 
rauwolfia in its optimal form—virtually no side 
actions—no known contraindications. It rarely needs 
dosage adjustment. The dose for most patients is 2 
tablets (2 mg. each) at bedtime. 


If you have prescribed rauwolfia in other forms, it will 
not take many patients to convince you that Rau- 
wiloid serves better. Please write for clinical samples. 


1. Klohs, M. W.; Draper, M. D., and Keller, F.: J. Am. Chem. Soc. 76:2843 
(May 20) 1954. 

2. Cronheim, G.; Brown, W.; Cawthorne, J.; Toekes, M. I., and Ungari, J.: Proc. 
Soc. Exper. Biol. & Med. 86:110 (May) 1954. 


IN HYPERTENSION 
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LABORATORIES, INC. LOS ANGELES 48, CALIF. 


essential 


hypertension 


LE 


e increase of renal plasma flow 
e relaxation of cerebral vascular tone 


APRESOLINE 


SUPPLIED 


Apresoline hydrochloride Tablets, 10 mg. (yellow, double-scored), 
25 mg. (blue, coated), 50 mg. (pink, coated); bottles of 100, 500 and 
1000; 100 mg. (orange, coated); bottles of 100 and 1000. 


Apresoline hydrochloride Ampuls, 1 ml. (each ml. containing 20 mg. of 


je Apresoline hydrochloride); cartons of 5. 

ALSO AVAILABLE ‘ 

, Serpasil Tablets, 0.25 mg. (scored) and 0.1 mg. Not N.N.R. , 
F Serpasil-Apresoline hydrochloride Tablets, each containing 0.2 mg. of 
€ Serpasil and 50 mg. of Apresoline hydrochloride. Not N.N.R. 
| Apresoline® hydrochloride (hydralazine hydrochloride CIBA) 
Serpasil"™ (reserpine CIBA) 
hydrochloride (reserpine and hydralazine hydro- 
chloride CIBA) “4 
GLE A 
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. more than roly-poly 


Growth is a pattern of development 


Of course, it includes gain in weight, 
increase in length, but it also means a normal ratio 
between these two. 


In infants the development of both skeletal and 
muscle tissue results in a good growth pattern for each child. ; 
When you feed S-M-A, you may expect 
good growth in each baby. 
S-M-A liquid—cans of 13.9 fl. oz. 
S-M-A powder—cans of 1 pound 


S LIQUID POWDER 


A penny an ounce Philadelphia 2, Pa. 


| 
Growth is more than height [ii | 
| 
S-M-A 


A new, effective weapon 
against acute 


local inflammation 


Restores Local 


en trypsin, in very small 
doses . . . 2.5 mg. (0.5 cc.) 


THE NATIONAL DRUG COMPANY 
Philadelphia 44, Pa. 
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PARENZYME (INTRAMUSCULAR trypsin) is based on an entirely new concept of 


biological continuity . . . in terms of clinical enzymology. In very small doses, it 
initiates physiologic hani and 


¢ dramatically restores circulation 
* expedites repair of tissue 


* prevents tissue necrosis 


Safe, compatible, not an anticoagulant. No toxic reactions have been reported 
following administration of this new, intramuscular form of trypsin. PARENZYME 
therapy does not preclude the coadministration of other drugs. PARENZYME does 


not alter the clotting mechanism. 


with dramatic benefits in 


phlebitis iritis 

thrombophlebitis iridocyclitis 

phlebothrombosis chorioretinitis 

traumatic wounds varicose and diabetic leg ulcers 


arenzyme 


Dosace: Therapeutic: 2.5 mg. (0.5 cc.) of PARENZYME (INTRAMUSCULAR trypsin) 
injected deep intragluteally 1 to 4 times daily for 3 to 8 days. When more intensive 
therapy seems indicated, small doses at more frequent intervals ensure better results 
than larger doses less often. 

MAINTENANCE: To stabilize response to therapy, or in recurrent or chronic diseases, 
2.5 mg. (0.5 cc.) once or twice a week may be required for maximum benefit. 

Vials of 5 cc. (5 mg./cc.: crystalline trypsin suspended in sesame oil), by prescrip- 
tion only. 

Information on PARENZYME and on the research background of clinical enzymology 
will be mailed on request. 


Intramuscular trypsin NATIONAL 
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In addition to the usual 
aids in selecting 


an electrocardwgraph . . . 


15-DAY EXPERIENCE 
OF YOUR OWN 


SANBORN ComPAny, or any of its 
representatives, will be glad to furnish 
you with a list of Viso-Cardiette owners in 

your city, or area, so that you may ask them about their 
experiences with the Viso. We also invite you to ask us for 
completely descriptive literature on the Viso. And, if you are located 
in one of the thirty Sanborn Branch Office or Service Agency cities, 
or its environs, a representative will be more than glad to 
arrange a demonstration in your office. These are the customarily 
available aids in selecting an electrocardiograph, not 
necessarily exclusive to Sanborn. 


However, exclusive with Sanborn is a “direct-to-user” policy 
which offers any physician or hospital added benefits in 
pein Ecc ownership. Among these is the opportunity to use a Viso 
Ps me ot a Cardiette as your own, for 15 days, and without obligation of any kind. 
METABULATOR, (If, at the end of the test period, you don’t like the Viso, you simply 


@ metabolism tester return it to us in its convenient, specially designed shipping carton.) 
Pera ball Thus, to the usual aids in judging and selecting an Ecc, Sanborn 
Descriptive literature lets you add your own experience. May we tell you 
is available. more about this plan? 


SANBORN COMPANY 
195 Massachusetts Avenue, Cambridge 39, Massachusetts 
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Also offered 


EZ “Test “Return Privilege” 
=> 
pan 


Biochemical 


PROOF 


of higher calcium levels 
with 


the new prenatal supplement 


In a recent clinical test* which included biochemical 
determinations of ionic calcium, four groups of 
pregnant patients were studied. Here are the results 
after a four-week period, compared with the initial 
serological values. 


PER CENT CHANGE IN CALCULATED IONIC CALCIUM 


GROUP CHANGE 


Control. No medication Minus 6.0% 


No neuromuscular symptoms. 
Medication, CALCISALIN PLUS 12.5% 


Neuromuscular symptoms. Medication, 
dicalcium phosphate supplement Minus 0.9% 


Neuromuscular symptoms. 
Medication, CALCISALIN PLUS 18.0% 


*From Calcium Metabolism in Pregnancy, Gross, 
Wager and Loving, Bulletin Margaret Hague 
Maternity Hospital, Dec. 1953. 


To help you make your own evaluation of 
CALCISALIN we will send samples 
and literature on request. 


% 


FACTS... 


ABOUT CALCIUM AND 
PHOSPHORUS IN PRENATAL 
DIETARY SUPPLEMENTS 


Pregnancy depletes calcium, 
and the principal purpose of a 
prenatal supplement is to re- 
plenish calcium in the maternal 
pool, 


There is an antipathy between 
calcium and phosphorus which 
causes depression of calcium 
levels when phosphorus is ad- 
ministered with calcium. 


Most prenatal supplements, 
excepting Calcisalin, use dical- 
cium phosphate as a calcium 
source. 


Calcisalin omits phosphorus 
through the use of calcium 
lactate, and also includes alumi- 
num hydroxide gei to take up 
excess dietary phosphorus. 


The proven result is that 
Calcisalin builds ionic calcium 
more effectively than supple- 
ments which employ a phos- 
phorus component. 


The medical literature points 
more and more strongly toward 


' calcium lactate as the calcium 


salt of choice in prenatal nutri- 
tion. In Calcisalin, calcium lac- 
tate and aluminum hydroxide 
gel are combined with iron and 
required vitamins. 


= 
© The we. 
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Is there a difference between 
ACTH and THE CORTICOSTEROIDS, 
cortisone (compound E) and 
hydrocortisone (compound F)? 


Yes, There Is a Difference— 
and it is clinically significant. 


ACTH is the specific pituitary gland hormone 
which stimulates the adrenal gland to manufacture 
and secrete its more than 30 steroids of which 
cortisone and hydrocortisone are but two. 


Only under the influence of ACTH can the 
function of the adrenal cortex be maintained. While 
prolonged or intense ACTH therapy lessens the 
secretion of pituitary ACTH, the adrenals remain 
functioning and responsive. 

Thus, ACTH therapy is stimulation therapy. 
Corticosteroids, without exception, cannot 
stimulate the adrenal cortex. Administration of 
therapeutic amounts of corticosteroids depress 
pituitary secretion of ACTH. As a result adrenal 
cortical function is lessened, and the adrenal may 
undergo partial or complete functional atrophy. 


Thus corticosteroid therapy causes depression of 
THERE ISA both the pituitary gland and the adrenal cortex. 


DIFFERENCE 
BETWEEN ACTH 


GELATIN) 


HP* ACTHAR® Gel is The Armour Laboratories Brand of 
Purified Adrenocorticotropic Hormone—Corticotropin (ACTH). 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY «+ KANKAKEE, ILLINOIS ® 
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PROGYNON-B 


The menopausal patient with severe estrogen deficiency 

symptoms — the so-called “difficult case” — requires large 

doses of the natural hormone, estradiol, for ameliora- 

tion of symptoms. Procynon-B® (Estradiol Benzoate 

U.S.P.) supplies the primary ovarian hormone in 

high potency for speedy relief. Injected intra- 

muscularly, it initiates dramatic improvement 

rapidly and converts the difficult case to an 

easy one. Concentrations as high as 3.33 

mg. per cubic centimeter (200,000 an 
1.U.) are available for treatment of y coronation 


” 
these so-called “difficult cases. BLOOMFIELD, NEW JERSEY 


In Canada: SCHERING CORPORATION, LTD., MONTREAL 


“ 
— 
3 
Bear, 
4 
j 
: 


5 frequent dosage readjustment unnecessary 


(Division of E. Fougera & Co., Inc.) 
78 Varick Street, New York 13, 


. 

| conforms to the rigid criteria of a modern cardio eo. 


Protews vulgarts 29,000 X 


Proteus vulgaris is a Gram-negative organism commonly involved in 
urinary tract infections + septicemia 
peritonitis following low perforation of the gut. 


It is another of the more than 30 organisms susceptible to 


PANMYCIN’ 


100 mg. and 250 mg. capsules 


# TRADEMARK, REG. U. S. PAT. OFF. 


ELECTRON PHOTOMICROGRAPH COURTESY R.C.A. LABORATORIES 


To relieve the itching of dermatosis 
with greater safety from sensitization 


CHLORIDE 


PRAMOX! HLORIDE, 
REAM (PRAMOXINE HYDROCHLORIDE, ABBOTT) 


TRONOTHANE introduces a unique chemical structure into topical anesthesia. 
It is not a “caine,” nor is it related to other anesthetics. 

Sensitization and toxicity can be expected to be negligible, judging from 
their absence in over 1,220 clinieal trials to date.*** : 

Yet TRONOTHANE is prompt, effective. Use it to relieve discomfort in 
various itching dermatoses, anogenital pruritus, hemorrhoids, 
episiotomy, intubation, minor burns, etc. Write for literature. Obbeott 


ITERILE JE 


LOMPOUND 


1, at C. J., A New Anesthetic for Certain Diseases of the Skin, J. Lancet, 74:98, March, 
2 Schwa, F. R., Tronothane in Soe Prutitic Syndromes, Postgrad. Med., 16:19, July. 
3 ies: C., and Horner, H., A Simple Method for the Relief of Postpartum Perineal Pain, 


Amer. J. Obst. & Gynec., 67:661, March, 1954. 
pi te L., and Karp, M., A New Surface Anesthetic Agent: Tronothane, Anesthesiology. 
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POLYCYCLINE 
CAPSULES 
(TETRACYCLINE Bristol) 


The most modern 
Broad-Spectrum Antibiotic 


— 100 mg., bottles 
of 25 and 100. ; 


— 250 mg., bottles / 
of 16 and 100. 


— the ONLY 


oral suspension 
’ of tetracycline that is 
ray ready-to-use. 
—the only tetracycline produced directly by —Requires no re- 
fermentation from a new species of Streptomyces - © constitution, no 
isolated by Bristol Laboratories...rather than Ey _ addition of  dilvent, 
by the chemical modification of older broad- 
stable at room temper- 
i. spectrum antibiotics. ature for 18 months. Has 
effective in broad range appealing “erushed- fruit” 
flavor. Supplied in bottles of 
negative 250 mg. per 5 cc. 
less toxic 


(lower incidence of side reactions) 


POLYCYCLINE 


(TETRACYCLINE Bristol ) 


more soluble 
than chlortetracycline (quicker 
absorption, wider diffusion). 


more stable in solution 
than chiortetracycline or oxytetracycline 
(higher, more sustained, blood levels). 


Dosage: average adult, 
1 gram daily, divided doses; 
children in proportion 
to body weight. 


Bristol 


LABORATORIES INC. 
SYRACUSE, NEW YORK 


— Chlortetracycline \ 
; 
— Oxytetracycline \ Slyeycline & 
4 
| 
cycline 
RACYCLINE 
=SUGPENSION 250 


potent hematinic... 


Recommended daily dosage 
(3 capsules) contains: 


Vitamin B,. 
with intrinsic factor 
concentrate 1 U.S.P. Unit 


Vitamin B,. U.S.P. 
(crystalline) 


acid ..:..... 5.0 mg. 
Vitamin C (ascorbic acid). . 150.0 mg. 
Thiamine mononitrate (B,). 10.0 mg. 
Riboflavin (B.) 


Nicotinamide 


“CLUSINTRIN” 


for effective, practical antianemia therapy 


Indications: Treatment of pernicious anemia and other macrocytic hyperchromic 
anemias; microcytic hypochromic anemia. 

Availability: No. 316 — Supplied in bottles of 100 and 1,000. 

*Spies, T. D.: J.A.M.A. 145:66 (Jan. 13) 1951. 


Ayerst Laboratories, New York, N.Y. » Montreal, Canada 
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provides afullcomplementofother 
essential or accessory hemopoietic 150.0 mg. 
factors for optimum response inthe =» alk 
Ferrous sulfate exsic.... . .600.0 mg. 
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Announcing 


The New Pocket-Size 
Vaponefrin “500” Nebulizer 


RETAILS AT $5.00 


New features are: 
—It is spill-proof when properly filled. 


—lIt can be taken apart for ease in 
cleaning. 


—New type rubber bulb — free of 
metal valves. 


@ Today’s most efficient pocket-size nebu- 
lizer, producing an aerosol range of 0.5 
to 2.5 microns. 


onvenient for patient’ — ti 
This plastic nebulizer is truly 
—-Anywhere. 
pocket-size. 


@ Effective for all phases of Aerosol 
Therapy. 


Available through registered pharmacies 


VAPONEFRIN 


Upper Darby, Pennsylvania 
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Published clinical evidence* 
proves Triva effective in all 3 
forms of vaginitis: 
TRICHOMONAL: “43 (of 45) pa- 
tients were apparently cured 
after one week” * 

MONILIAL: “12 (of 15) patients 
became asymptomatic... after 
one week” * 

NON-SPECIFIC: “23 cases of cer- 
vical erosion were treated. 13 
were apparently cured.’ * 
*Gernard, Henry C., and Gallagher, ik 


Robert: Obstetrics & Gynecology, 
2:522 (November) 1953. 


SUGGESTED 
TREATMENT 


, 
| 


Have patient return for re-exam- 
ination on 14th day. If asympto- 
matic, prescribe two douches 
weekly to prevent re-infection. 
Package contains instructions 
for mixing and douching, nor- 
mally and during pregnancy or 
menstruation. 


A simple vaginal douche, the 
patient’s treatment of choice 


T 


i 


i For full treatment package 
and literature, write... 


BOYLE & ComPANY 
"Les Angeles 33, California 


AVAILABLE AT ALL PHARMACIES 
in convenient packages of 24 indi- 
vidual 3 Gm. packets, each containing 

x, 2 35% Alkyl aryl sulfonate, 53% So- ‘ 
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FOR TREATMENT 
AND MAINTENANCE 
IN ANEMIA PATIENTS 


PERIHEMIN, master builder of red cells and hemo- 
globin, contains all the known hemopoietic essentials 
indicated for the majority of your anemic patients. 


The intrinsic factor, in purified, concentrated form 
enhances absorption of Vitamin B,,, thus promot- 
ing rapid hematological improvement. 


CapPsuLEs: Bottles of 100, 500 and 1,000 
JR Capsu tes for children: Bottles of 100 and 1,000 


NOW CONTAINS PURIFIED INTRINSIC FACTOR CONCENTRATE 
* 


IRON Bi2e Ce FOLIC ACIDe STOMACH e LIVER FRACTION PURIFIED INTRINSIC FACTOR CONCENTRATE 


LEDERLE 


LEDERLE LABORATORIES DIVISION 


AMERICAN Ganamid COMPANY 


“REG. U. S. PAT. OFF, PEARL RIVER, NEW YORK 
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helps to support this dramatic growth! 


...@ carbohydrate of choice in milk 
modification for 3 generations 


For the newborn 

Karo Syrup is a milk additive that is hypoallergenic 
and bacteria-free. Since it is rich in easily digested 
dextrose, maltose and dextrins, it provides carbohy- 
drates in directly assimilable form. This minimum de- 
mand on the digestive function is important during the 
first weeks. It makes possible a formula containing 15 
calories per ounce even during the period when fat 
digestion is least efficient. 


During the first months 


When growth is most rapid, Karo helps to meet the 
accelerated nutritional demand. It offers in convenient, 
well tolerated form the carbohydrate additive which is 
usually prescribed, since milk alone provides just 28% 
of the optimum 60% carbohydrates. Karo Syrup is also 
readily available, inexpensive, a miscible liquid that 
is easy to use. Light and dark Karo are interchangeable 
in formulas—both yield 60 calories per tablespoon. 


For the older infant 


Karo eases the transition from formula to whole milk, 
from liquid to solid foods. The familiar taste of Karo 
makes whole milk more readily accepted, and many 
solid foods will be easily introduced into the diet if 
flavored with a little Karo Syrup. Rapidly assimilable 
carbohydrate is needed for the rapid metabolism of the. 
small child. Since Karo is low in osmotic pressure, it is 
non-irritating. It also precludes fermentation because 
no excess of hydrolized sugars is formed. 


Medical Division 
CORN PRODUCTS REFINING COMPANY 
17 Battery Place, New York 4, N. Y. 
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odorless and tasteless does not sting or burn 


| 
| 
| 
action lasts longer does not induce rhinorrhea chemically new 


free from local side effects 


new standard 
for nasal decongestants 


brand of tetrahydrozoline hydrochloride 


nasal patency A single strength of Tyzine (0.1%), suitable for all 


age groups, produces prompt and prolonged shrinkage 
in minutes of the nasal mucosa without discomfort or 


subsequent rebound congestion. And, in recommended 


for hours dosage, no systemic effects or local tissue tolerance 
has been noted even after prolonged use.’* 


supplied: Tyzine is available in 0.1% aqueous 
solution in 1-oz. bottles. 


% 1. Parish, F. A.: M. Times; in press. 2. Menger, H. C.: 

‘. ; New York State J. Med.; in press. 

Pfizer PFIZER LABORATORIES, Brooklyn 6, New York 
Division, Chas. Pfizer & Co., Inc. 
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PHOTOGRAPH BY PAUL RADKAI 


Exhausting cough didn’t keep her awake 


METHAJADE. 


ANTITUSSIVE 


Your cough-wracked patients get restful relief with 
Methajade. It reduces cough frequency, yet maintains 
the normal cough reflex. It dilates bronchi, makes 
dry cough productive. Methajade is useful in treating 
paroxysmal cough associated with bronchitis, trache- 
itis, dry pleurisy, pulmonary cancer, asthma and 


certain hard-to-control post-surgical coughs. 

Quick information: Methajade is sugar-free, lime- 
flavored. Each fl. oz. contains: 10 mg. Methadone*; 
0.12 Gm. ‘Propadrine’; 1.2 Gm. potassium citrate; 
4.5 cc. diluted phosphoric acid, and alcohol 5%. 
Adults, | to 2 tsp. every 3 to 4 hours. 


*Warning: may be habit-forming. 


— 
DOHM 
DIVISION OF MERCK & CO., Inc. 
| 
3 
| 


NOW...specific treatment for 


pos protective 
Natalins-T 


prenatal hematinic—vitamin-mineral capsules, Mead 


Now there is no need to prescribe several different capsules or tablets 
for your obstetric patients with anemia. 


Providing a new, simplified approach to this problem, with just one 
: capsule, Natalins-T supplies: 


¢ iron in therapeutic dosage—to correct the microcytic, 
hypochromic anemias so frequent in pregnancy 


e folic acid in therapeutic dosage—to correct the 
macrocytic, megaloblastic anemias of pregnancy 


e other essential vitamins and minerals in the protec- 
tive potencies regularly needed throughout pregnancy 


The combination of iron and folic acid in Natalins-T is important in 
view of increasing recognition of ‘mixed anemias” due to combined 
deficiencies, with inconclusive differentiating blood pictures. Ample 
ascorbic acid aids utilization of the blood-building elements. 


Patients appreciate the small, simple dosage of ‘only one Natalins-T 
capsule three times a day.” And this rational combined treatment has 
demonstrated its value in producing positive hematologic responses 
and relief of debilitating symptoms. 


Only 3 small Natalins-T capsules daily provide 
therapeutic amounts of: 
Iron (supplied by 510 mg. 
exsiccated ferrous sulfate) 
Folic acid 
protective amounts of: 


Thiamine 
Niacinamide 
Pyridoxine HCI 
Calcium pantothenate 
4 Vitamin (crystalline) 
Purified veal bone ash to supply 


Bottles of 50 capsules 
—— Since Natalins-T is a therapeutic product, 
it is sold on prescription only. 
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Vitamin 6000 units 
Vitamin ees GOO UNItS 
Ascorbic acid.................... 100mg. @& 
3mg. 
45mg. 
3 30mg. 
3mg. | 
3mg. 
imcg. | 


the anemias of pregnancy 


nutritional support 


“Anemia is probably the most common complication of pregnancy."" 


« Over 50% of 4,015 pregnant women 
—— 0666666666 from charity hospital clinics had 
anemia? 


as 24% of 321 primigravidas at the Uni- 

had hemoglobins ofless than 11 Gm. 

ws 27% of supposedly healthy pregnant 

4 é 4 women observed at the University of 

f Michigan Hospital had iron deficiency 
: (microcytic, hypochromic) anemia.* 

15% of supposedly healthy pregnant 


| 


anemia.* 


12% of supposedly healthy pregnant 


women seen at the University of 

f Michigan Hospital had a combined 
“macrocytic and hypochromic,” or 
“mixed,” anemia.* 


References: fisane cong Clinical Laboratory Methods in Obstetrics, in Lull, C. B., and Kimbrough, R. A.: 
Clinical Obstetrics, Philadeiphia, Lippincott, 1953, p. 133. (2) Lund, C, J.: Am. J. Obst. & Gynec, 62: 947, 1951, (3) 
Traylor, J. B., and Torpin, R.: Am, J. Obst. & Gynec. 61: 71, 1951. (4) Sturgis, C. C.: Postgrad. Med. 3:441, 1948, 


WAY This critical need for blood-building nutrients 
can be met by 


Natalins-T 


prenatal hematinic—vitamin-mineral capsules, Mead 


And remember. . . For routine use in pregnancies not complicated by anemia, NATALINS, the 
smaller, easier-to-swallow prenatal vitamin-mineral capsules—for assured patient acceptance. Only 
3 capsules daily provide generous protection throughout pregnancy. 


MEAD JOHNSON & COMPANY © EVANSVILLE, INDIANA, U.S.A. MEAD | 


GP e December, 1954 201 


| 


effective pain control 
plus mild sedation 


Convenient dosage—two strengths 
no. Rach capsule contains: | 
Codeine Phosphate gr. 4 
Phenobarbital gr. 4 
Acetophenetidin gr. 214 
Aspirin gr. 3% of 100 


Each capsule contains: 
sum», Codeine Phosphate gr. 


plus the other 
ingredients listed above | 


BR BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe 7, New York 
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overcoming 
weight 
control 
obstacles 


Obedrin 


and Patients can lose weight and maintain 
a restricted diet, in comfort, without 
the undesirable side effects « « « 


60 10 70 EXCESSIVE DESIRE FOR FOOD 


b a sic Obedrin offers the full anorexigenic value of 
Methamphetamine to curb the desire for food, 
d j e@ t while counteracting mood depression. Patient co- 


operation is made easier. 


NERVOUS TENSION 

To avoid excitation and insomnia, Pentobarbital 
is the ideal daytime sedative. It counteracts over- 
stimulation by Methamphetamine, but does not 
diminish the anorexigenic action. 


VITAMIN DEFICIENCIES 
Obedrin tablets contain adequate amounts of 
vitamins B, and B, to supplement the 60-10-70 


Basic Diet, but not enough to stimulate the ap- 
petite. 


& EXcESSIVE TISSUE FLUIDS 
Large doses of Ascorbic Acid aid in the mobiliza- 


_— tion of fluids, so often an obstacle in obesity. 


Write For + 
BULK NOT NECESSARY 
60-10-70 Diet 


Pads, Weight Charts The 60-10-70 Basic Diet provides enough rough- 
And Professional age, so artificial bulk is unnecessary. The hazards 
Sample Of of impaction caused by “bulk” producers is ob- 


Obedrin viated. 


Each tablet contains: 
Semoxydrine HCL...... 5 mg. 
(Methamphetamine 
Ascorbic Acid..... 
Thiamine HCL... 
Riboflavin.................... 


Niacin 


S. E. MASSENGILL CO. 


Bristol, Tennessee 


é 


FOR DIAPARENE” CHLORIDE 


(NO BORIC ACID) 


Um 


| 
My, 


her. AT 4 ANTI-ENZYMATIC SPECIFIC FOR “SORE-BOTTOM” 
IN THE NEWBORN AND PERIANAL DERMATITIS FROM DIARRHEA 


DIAPARENE PERI-ANAL is the first water-repellent to embrace 
the concept that perianal dermatitis may be caused by stool 
enzymatic action on the skin . . . by providing anti-enzymatic 


as well as antibacterial action. 


CONTAINS: Di-isobuty! cresoxy ethoxy ethyl di-methyl benzyl ammonium chloride 
monohydrate, zinc oxide, starch, cod liver oil and casein in a water-repellent base 


SUPPLIED: One ounce tubes and one pound jars 3 


Ver. ANTISEPTIC BABY POWDER PROMOTED AS BORIC ACID-FREE! 
her AT NON-TOXIC, ANTISEPTIC DIAPER RINSE FOR AMMONIA DERMATITIS . 26a 
irs WATER MISCIBLE OINTMENT FOR URINARY SKIN IRRITATIONS . . . . . 


® PHARMACEUTICAL DIVISION, HOMEMAKERS’ PRODUCTS CORPORATION, 380 SECOND AVENUE, NEW YORK 10, N. Y.—TORONTO 10, CANADA 
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“Even the tiniest island, indeed a single living cell, 


will be spared by tryptic [Tryptar] debridement.” 


Tryp 15 Am. J. Surg. 85: 376-381 , 1953. 


THE ARMOUR LABORATORIES BRAND 
OF PURIFIED CRYSTALLINE TRYPSIN 


INDICATIONS: 


Whenever necrotic tissue is present as in 

¢ Diabetic and varicose ulcers « Sinuses 
and fistulas * Second degree burns « Car- 
buncles and furuncles « Diabetic gangrene 
¢ Infected compound fractures * Subcuta- 
neous hematomas « Soft tissue abscesses 
* Osteomyelitis * Amputation stumps 


PACKAGE INFORMATION: 


250,000 Armour Units of purified crystalline trypsin 
per vial, plus a vial containing 25 cc. of Tryptar Dilu- 
ent; also plastic adapter for use with powder blower. 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY @ KANKAKEE, ILLINOIS 
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++ only necrotic 


IN 
for in 80.7% of patients 
a PROTAMIDE’ therapy —where nerve 52.9% in 5 days" 
cal caused by mechanical pressure \ 
inflammation 


RPES ZOSTER GOOD TO EXCELLENT RESULTS 
in 82.7% of patients in two studies... 


of other 
Deemer 70.4% with 5 injections or less®* 


USE 


PRO 
Fins 


early as mi 
Possible in 
Sourse of the illness fourth 


Patients Oster 

started not later than the EXCELLENT RESUL 
ness... 80.3 patie : 

OF therapy.) when Protomide 5 inectons or less) 


PROTAMIDE? ts sare is a sterile processed 
” denatu proteolytic enzyme glandular 

pac of fresh hog stomach. It is supplied in boxes of ten 1.3 cc. ampuls, 

and the usual dosage is 1 ampul daily by intramuscular injection. 


Available through your regular source of supply. 


REFERENCES: 
Smith, T.: New York 
. 2. Combes, 


2, 

d 
| 
COMPLETE RECOy. 
; ff inera 
day 
ve di 
t week of illness,2.3 during 

| 
ee pr oLroGicars PHARmaceuticat® 
C. & Canizares, O.. New DETROIT 15 wicy 
York St. J. Med, 52:706, 1952. 
3. Marsh, W, Cu US. Armed 
Forces M. J. 1:104S, 1950. 


NIGHT and DAY 


patients appreciate the 
effectiveness of LUASMIN 
in controlling the 
distressing symptoms 

of bronchial asthma... 


A capsule and an 
enteric-coated tablet 

at bedtime generally 

results in an 

uninterrupted night of sleep— 
and if needed, capsules 

give relief during the day. 


Enteric Coated Tablets and Capsules 


Theophylline Sodium Acetate ............... (3 gr.) 0.2 Gms. 
Ephedrine Sulfate (%2 gr.) 30 Mg. 
Phenobarbital Sodium (2 gr.) 30 Mg. 


Also available in half-strength. 
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| 
For samples just send your Rx blank marked 28-LU-12 EST. 1852 ae 
BREWER & COMPANY, INC. WORCESTER 8, MASSACHUSETTS U.S.A. = 


ELECTRON PHOTOMICROGRAPH 


Salmonella prraly phi 


Salmonella paratyphi B (Salmonella schottmuelleri) is a 
Gram-negative organism which causes 


food poisoning - chronic enteritis - septicemia. 


It is another of the more than 30 organisms susceptible to 


PANMYCIN 


100 mg. and 250 mg. capsules 


@TRADEMARK, REG. U. S. PAT. OFF. 
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Wren you use short-acting 
NEMBUTAL to secure obstetrical 
amnesia, you'll find these advantages 
constant: 


Short-acting NEMBUTAL can 
produce any desired degree of 
cerebral depression—from 

mild sedation to deep hypnosis. 


The dosage required is small—only 
about one-half that of many other 
barbiturates. 


Hence, there's less drug to be inactivated, 
shorter duration of effect, wide margin 

of safety and little tendency toward 
morning-after hangover. 


= 
% 
} 


In equal oral doses, no other barbiturate 
combines quicker, briefer, more 
profound effect. 


Good reasons why physician preference 
for short-acting NEMBUTAL continues 


to grow—after 24 years 
of wide clinical use. Abbott 


NEMBUTAL 


(PENTOBARBITAL, ABBOTT) 


| 
OBSTETRICAL AMNESIA © 
one of the 44 uses for 
. 
4 
4 


because the new coating dissolves this fast. . 


| 
Jevels earlier than enteric-coated erythromycin, 
@ --< 
‘ \ - 
41,026 


your patients get high blood levels ... in 2 hours or less 


4 


| 


STEARATE 


(ERYTHROMYCIN STEARATE, ABBOTT) 


* 


disintegrates faster than enteric-coated erythromycin 


filmtab for faster absorption 4 


New tissue-thin Filmtab coating (marketed only by Abbott) starts 
to disintegrate within 30 seconds—makes ERYTHROCIN Stearate 
available for immediate absorption. Tests show Stearate form 
definitely protects drug from stomach acids. 


Erythrocin ... for earlier blood levels 


Because there’s no delay from an enteric coating, patients get 
high, inhibitory blood levels of ErytHrocin in less than 2 hours— 
instead of 4-6 as before. Peak concentration is reached at 

4 hours, with significant levels for 8 hours. 


filmtap Erythrocin ... for your patients 


Filmtab Eryturocin Stearate is highly effective against coccic 
infections . . . and especially useful when the infecting coccus is 
resistant to other antibiotics. Low in toxicity—it’s less likely to 
alter normal intestinal flora than most other oral antibiotics. 
Conveniently sized (100 and 200 mg.) ErYTHROCIN 

Stearate comes in bottles of 25 and 100 Filmtabs. 


*TM for Abbott’s film sealed tablets, pat. applied for. 
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Ingredients: high grade 
Norwegian cod liver oil, 

zinc oxide, magnesium carbonate, 
lime water, emulsifiers qs. 


Pleasantly scented, non-staining, 
washes off readily with water. 
Wide-mouthed 4 ounce bottles. 


OINTMENT 


as. DESITIN 


IMPROVED 


unusually effective, soothing, 
non-sensitizing with the healing 
action of COD LIVER OIL in 


dermatitis venenata « sunburn 
atopic eczema « intertrigo 
pityriasis rosea « insect bites 
industrial dermatitis 


CLEAR-CUT CLINICAL EVIDENCE** 
demonstrates that DESITIN LOTION is... 
unusually effective —“dermatitis was either 
relieved, improved, or completely resolved” in 
almost every patient using DEsITIN LOTION. Itching 
and irritation promptly alleviated. 

truly non-sensitizing —“in no case was there 
a single instance of true skin sensitization despite 
prolonged use.” 
“fixotropic”—pesitin LOTION is “fixotropic”—re- 


maining in homogeneous, free-flowing suspension. 


samples and reprints on request. 


DESITIN CHEMICAL COMPANY 70 Ship St., Providence 2, R. |. 


1. Holland, M. H.: J. Med. Soc. New Jersey 49:469, 1952. 
2. Grayzel, H. G., Heimer, C. B., and Grayzel, R. W.: New York St. J. M. 
53:2233, 1953. 
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to DEPRESS THE COUGH—NOT THE PATIENT 


"TORYN' gives you safe, potent antitussive action without 
narcotic side-effects. 


Because it is a non-narcotic compound with highly selective 
action on the cough reflex, 'Toryn' relieves the coughing 
patient without causing the lethargy, constipation and 
depression so often brought on by even small doses of 
codeine and the other narcotics. 


'TORYN' is available in 


soothing 'Toryn' Syrup (even the fussiest children 
like it) 


convenient 'Toryn' Tablets (for your busy patients) 


* 
safe, potent TORYN to stop coughing 


Formula— Syrup: Each 5 cc. teaspoonful contains ‘Toryn’ (caramiphen ethanedisulfonate, 
S.K.F.), 10 mg.; chloroform, 10 mg.; sodium citrate, 325 mg.; alcohol, 
4.7%; in a demulcent and mildly expectorant vehicle. 
Tablets: ‘Toryn’ (caramiphen ethanedisulfonate, S.K.F.), 10 mg. 


Smith, Kline & French Laboratories, Philadelphia 


#%T.M. Reg. U.S. Pat. Off. for caramiphen ethanedisulfonate, $.K.F. 
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When Soap is Contraindicated 


Cleanse Sensitive Skin 
Effectively without Irritation 


Acidolate 


a non-lathering sulfated oil detergent, is the 
hypoallergenic skin cleanser of choice when a 
liquid emulsifying agent of low surface 

tension is required. It is an excellent cleansing 
agent in acne vulgaris, for removal of ointment 
and greases from the skin, hair or wounds, 
and as a shampoo for ringworm of the scalp. 


Supplied: 8 fluid ounce and | gallon bottles. 


Dermolate 


“Milder than the mildest castile,” a 
nonirritating detergent in cake form, is an 
ideal cleanser where even the mildest soap is 
poorly tolerated. It is ideally suited for 
routine use as a hypoallergenic skin cleanser; 
especially recommended for normal skin care 
of infants and young children. 


Supplied: 4 ounce cakes. 


Terjolate 


a household cleanser designed for use with 
Acidolate and Dermolate, is neither irritating 
nor sensitizing—it is an unusually effective 
cleanser for all household purposes. 


Supplied: 8 and 16 fluid ounce and 
1 gallon bottles. 


WHITE LABORATORIES, INC. 


KENILWORTH, N. J. 
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You can leadi 
a patient 


to a diet 


but you can’t make him eat it! 


There will be much less balking at diets, however, if you advise the patient to add Ac’cent to his food. 


Ac’cent, though not adding a flavor of its own, brings out the natural flavors 

of foods. It makes heavy seasoning unnecessary. Even in foods that are held fora 
long period of time, Ac’cent retains the true delicious flavors. 

Ac’cent, obtained from natural food sources, is 99+ % pure monosodium glutamate 
in crystal form. It is not a synthetic chemical, and it is nontoxic. Ac’ cent contains 
12.3 per cent of sodium. Include Ac’cent in your special 


diets when indicated... “finicky eaters,” too, will find Atti 

it makes food taste better... it is available at — 

neighborhood food stores. re 
a salt substitute, 


® 
May we sont you a brochure on Ac’cent S but it will make foods 
(99+ % pure monosodium glutamate) more flavorful. 
makes good food and good cooking taste better! BM 2 


T. M. Reg. U.S. Pat. Off. 


Amino Products Division 
International Minerals & Chemical Corporation « 20 North Wacker Drive, Chicago 6, Illinois 
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for the relief hypertension 


a pure, crystalline alkaloid of Rauwolfia 


‘Sandril’ produces a gradual and sustained reduction 
of blood pressure as well as a state of mental quietude 
and relaxation. In mild to moderate labile hyperten- 
sion, ‘Sandril’ alone is usually adequate. In more 
severe, fixed hypertension, ‘Sandril’ is a valuable 
adjunct to ‘Provell Maleate’ (Protoveratrine A and B 
Maleates, Lilly). 


The emotion-calming effect of ‘Sandril’ is also benefi- 


In the menopausal patient, the calming effect of ‘Sandril’ is 
greatly appreciated; estrogen therapy may be enhanced. 


cial in such conditions as anxiety states, nervousness, 
and menopause. 


Supplied as 0.25-mg. scored tablets in bottles of 100 
and 1,000. 


Litty 


ELI LILLY AND COMPANY, INDIANAPOLIS 6, INDIANA, U.S. A. 


In the geriatric patient, nervousness is overcome by the 
quieting effect of ‘Sandril.’ 


a 

i 


\CHROMYEES® 


SPERSOIDS*: 50 mg. per teaspoonful (3 Gm.) 
Dispersible Powder 


PEDIATRIC DROPS: Cherry flavor. 


—e, 5 mg. per drop. 
raduated dropper. 


OINTMENT (3% ) 


ORAL SUSPENSION: Cherry flavor. 
250 mg. per 5 cc. teaspoonful. 


now available in these many convenient forms: 


d 4 


OPHTHALMIC OINTMENT (7% ) 


TABLETS: 250 mg., 100 mg., 50 mg. CAPSULES: 250 mg., 100 mg., 50 mg. 
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SOLUBLE TABLETS: 50 mg. 


INTRAVENOUS: 500 mg., 250 mg., 100 mg. INTRAMUSCULAR: 100 mg. 


EAR SOLUTION (0.5% ) 


Tetracycline Lederie 


AcHRomycIn, the new broad-spectrum antibiotic, is now 
available in a wide range of forms for oral, topical and 
parenteral use in children and adults. New forms are being 
prepared as rapidly as research permits. 


ACHROMYCIN is definitely less irritating to the gastro- 
intestinal tract. It more rapidly diffuses into body tissues 
and fluids. It maintains effective potency for a full 24-hours 
in solution. 


AcHROMYCIN has proved effective against a wide variety of 
infections including those caused by Gram-positive and 
Gram-negative bacteria, rickettsia, and protozoan organisms. 


*REG. U.S. PAT. OFF, 


LEDERLE LABORATORIES DIVISION 4MER/CAN Ganamid COMPANY Pearl River, N.Y. Lederle ) 
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Of the four leading sulfonamides prescribed in 
infections of the urinary tract, ‘'Thiosulfil’ has been 
fs demonstrated to be the most soluble. It is this 
es greater solubility. plus high bacteriostatic activity 
fs and low acetylation rate which make 
‘THIOSULFIL. 
~__ the safest and most effective sulfonamide yet presented for 
urinary tract infections 
y : 
‘ © Rapid transport to site of infection for early and effec rinary concentrafig 
@ Rapid renal clearance 
Minimum toxicity 
Minimum risk of sensitization 
No alkalinization required 
® No forcing of fluids 
“THIOSULFIL’ 
brand of sulfamethylthiadiazole 
SUSPENSION 
No. 914 — a2 
0.25 Gm. per 5 cc. : i 
Bottles of 4 and 16 fividounces . = 
TABLETS 
No. 785 — 
0.25 Gm. per tablet 
Bottles of 100 and 1,000 ce 
New York, N. Y. 
SULFADIAZINE SULFADIMETINE SULFISOXAZOLE “THIOSULFIL™ 
in Solubility comparison at pH 6 in human urine at 37° C. ‘ 
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CALPURATE the chemical compound 
theobromine calcium gluconate, provides 
uninterrupted cardiac therapy, affording 
lasting peace and comfort. 


CALPURATE is recommended by out- i 


standing clinicians '.*.* as safe prophylaxis 
in the management of angina pectoris. 


available as, CAL PURATE with Phenobarbital 
16 mg. (14 gr.) phenobarbital 
per tablet 


CALPURATE tablets of 500 mg. (72 gr.) 


1. Hej —s" W., Current Therapy, p. 121, 1953. Edited by H. F. 
Conn, MD. Mialtbie 


2. Ww. D., IBID, p. 123. 
3. Beckwith ays Coronary Artery Disease, West Virginia Med. J., 
Nov. 1952, p. 313. 


MALTBIE LABORATORIES INCORPORATED, NEWARK 1, NEW JERSEY 
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B-D MULTIFIT SYRINGES 


When you use B-D MULTIFIT SYRINGES you get 


ease and speed of assembly —less labor Tedious matching 
of parts is eliminated. . 


lower replacement costs Unbroken parts may be fitted to intact 
opposite parts— because every MULTIFIT plunger fits every MULTIFIT barrel. 


reduced breakage Because it’s molded, the MULTIFIT Syringe barrel 
is tougher — stronger — more resistant to breakage. 


longer life The clear glass molded barrel virtually eliminates 
loss due to friction or erosion. 
2 cc., 5 cc., and 


sizes now available: 10 ce. — LUER-LOK® 
or Metal Luer tips. 


BECTON, DICKINSON AND COMPANY - RUTHERFORD, N. J. 


B-D, MULTIFIT, AND LUER-LOK T.M. REG. U.S. PAT. OFF. 
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“¢. . . the treatment of choice for chronic and acute sinusitis.” 


In describing his results with ‘Paredrine’-Sulfathiazole Suspension in “many 
thousands of patients” over a period of 10 years, Silcox' reports: ““The rare 
incidence of sensitivity, and the undoubted effectiveness of (‘Paredrine’-Sulfa- 
thiazole Suspension) make it the treatment of choice for chronic and acute sinusitis.”’ 

The author explains: ““The singular efficacy of sulfathiazole suspension in treating 
sinusitis is enhanced by the ability of the microcrystals to penetrate the sinus ostia.”’ 

Silcox further states that ‘Paredrine’-Sulfathiazole Suspension “‘is an excellent 
preparation for the local treatment of acute and chronic rhinitis and associated 
pharyngitis in children and adults.” 


PAREDRINE*-SULFATHIAZOLE SUSPENSION 
vasoconstriction in minutes—bacteriostasis for hours 


Smith, Kline & French Laboratories, Philadelphia 


(A suspension of 5%, in an isotonic aqueous medium with ‘Paredrine’ 


P hydrobromide, -], 1%; preserved with ortho-hydroxypheny 
* 20, 000. ) 
1. Fee, SB: hawt Use of Microcrystalline Sulfathiazole in Otolaryngology, A.M.A. Arch. Otolaryng. 59:312 
arc 


*T.M. Reg. U.S. Pat. Off. 
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A.M.A. ARCHIVES OF OTOLARYNGOLOGY 59:312 (MARCH) 1954. 
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ELECTRON PHOTOMICROGRAPH 


Hafphylococeus 44,000 x 


Staphylococcus aureus (Micrococcus pyogenes var. aureus) is a Gram-positive organism 


commonly involved in a great variety of pathologic conditions, including 


pyoderma + abscesses * empyema * otitis * sinusitis + septicemia 


bronchopneumonia * bronchiectasis + tracheobronchitis + and food poisoning. 


It is another of the more than 30 organisms susceptible to 


PANMYCIN 


100 mg. and 250 mg. capsules 


RADEMARK, REG. U. S. PAT. OFF, 
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IN COMBINATION DRUG THERAPY FOR 


ANGELES 48, CALIF. 


| for moderately severe severe hypertension" which does not 
| respond oaequately to pauwiloid or other prepa” 7 
| cations Makes Veriloid effective better yolerated 

gaywiold 1 me and AEXAMETHONIUN CHLORIDE 

250 mé- in A s\NGLE TABLET 
3 provides ganglion’ plockade an simpler: more mo 


AUTHORITATIVE 
SOURCES 
CONTINUE 
TO CONFIRM 
THE 
WIDE MARGIN 


OF SAFETY OF— 


GITALIGIN’ 


(WHITE'S BRAND OF 
AMORPHOUS GITALIN) 


A digitalis preparation of choice for 
routine management of congestive 
heart failure, Gitaligin’s wide thera- 
peutic range permits rapid digitali- 
_ gation and successful maintenance 
‘with a minimum of toxic side re- 
 actions—even in tefractory cases 
where other glycosides have failed. 


Simple dosage equivalent: 0.5 mg. (1 
s tablet) of Gitaligin is approximately 
> equivalent to 0.1 Gm. (1% gr.) digi- 
talis leaf. Gitaligin is supplied in 0.5 
mg. tablets, deep scored for accuracy 
and flexibility of dosage—in bottles of 
30 and 100. 

Gitaligin is accepted by the Council 
on Pharmacy and Chemistry of the 
American Medical Association. 


WHITE LABORATORIES, INC., 
Kenilworth, N. J. 


“The clinical application of the wide difference between toxic 
and therapeutic dose in gitalin [Gitaligin] is an important advance in 
the pharmacology of cardiac glycosides.” 

Dimitroff, S. P.; 
Griffith, G. C.; 
Thorner, M. C., and 
Walker, J.: Annals of 
Int. M. 39:1189 (Dec.) 
1953. 


5 out of 9 patients “did not manifest toxic symptoms even after 
6 to 24 weeks at dosage levels 3 to 6 times their 
minimal maintenance requirement.” 


Weiss, A., and 
Steigmann, F.: Amer. 
J. Med. Sc. 227:188 
(Feb.) 1954. 


“. .. in the refractory cases of heart failure where desirable 
digitalis effect cannot be maintained without toxicity (the 
therapeutic range having dwindled to nothing as it tends to do in 
advanced heart disease), gitalin [Gitaligin]} 
with its wider therapeutic range may still be 
effective when other preparations have been 
found wanting.” 


Marriott, H. J. L.: 


“Instead of requiring two-thirds of the toxic dose before attaining a 
therapeutic effect, the usual patient will respond when approximately 
one-third of the total toxic dose is administered.” 


Batterman, R.C.;. 
DeGraff, A.C., and 
Rose, O.A.: Circula- 
tion 5:201 (Feb.) 1952. @ 


“Other desirable properties of amorphous gitalin [Gitaligin] include 
its rate of dissipation, uniformity in clinical 
Batterman, R.C.; 


potency, and predictability of dosage.” DeGraff, A.C.; 
Gutner, L.B.; Rose, 
O.A., and Lhowe, J.: 
Amer. Heart J. 
42:292 (Aug.) 1951. 
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if Gantrisin ‘Roche’ is a single, soluble, 
wide-spectrum sulfonamide -- especially 
soluble at the pH of the kidneys. That's 
why it is so well tolerated...does not 
cause renal blocking. ».does not require 
Tit alkalies. Produces high plasma as well 
Bile as high urine levels, Over 250 references 
to Gantrisin”in recent literature, 
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_ it provides Gantrisin PLUS penicillin... 


- and in an easy=to-take suspension for ~~ 


for well-tolerated, wide-spectrum anti- 
bacterial therapy...in tablets of two 
‘strengths -- Gantricillin-300 for severe 


eases; Gantricillin (100) for mild cases -- 


Gantricillin_(acetyl)-200 "Roche.* 
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NON-GREASY - NON-STAINING - COSMETICALLY ACCEPTABLE 


Tarbonis supplies the benefits of time-tested tar without its 
objectionable features—assures patient cooperation. 

Easily applied, quickly and completely absorbed into the skin, 
Tarbonis stops itching and proviges rapid relief. It is free of tarry 
odor, is pleasantly scented, and cosmetically acceptable to the 
most fastidious. The vanishing cream base permits deeper, more 
effective penetration without staining or soiling. 


INDICATIONS 

Eczema, infantile eczema, psoriasis, folliculitis, seborrheic dermatitis, 
intertrigo, pityriasis, dyshidrosis, tinea cruris, varicose ulcers, and 
other stubborn dermatoses. 

Write today for a clinical trial supply. 


AVAILABLE 
On prescription from all druggists in 214 oz., 8 oz., and | Ib. jars. 


REED & CARNRICK 


JERSEY CITY 6. NEW JERSEY 
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METHANESULFONATE 24 (BENZTROPINE METHANESULFONATE, MERCK) (TROPINE BENZOHYDRYL ETHER METHANESULFONATE) 

A new the — 
= 
is = the for use in the 
symptomatic and palliative treatment of all three types of parkinsonism. 


“It counteracts spasm and cramps of legs and toes and severe grades of rigidity and con- 
tracture, better than any drug currently available for parkinsonism...it allays excite- 


ment, tension and restlessness, controls the major form of tremor and brings sleep to 
insomnic patients in 37 per cent of cases.”* 


It is virtually free from undesirable side effects and “...does not cause drowsiness, 
mental fogginess or ‘dopiness’ during the day.”* 


Clinical findings’ attest the unique single dose effectiveness of ‘COGENTIN’—a single 
1 or 2 milligram dose administered orally before retiring provides effective symptomatic 
relief in most instances. ‘COGENTIN’ is available in bottles of 100 and 1000 quarter- 

- scored tablets, each tablet containing 2 mg. of the active ingredient. 


Philadelphia 1, Pa. 
DIVISION OF MERCK & CO., INc. 


1, Parkinsonism and its Treatment, Philadelphia, J. B. Lippincott Company, 1954, pp 87-88. 
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4 out of 5 former fatties... 
gain it right back! 


but with this simple plan 
5 out of 5 can keep weight off 


the lm. POST-DIET PLAN 


80% fail to Just one AM PLUus capsule daily : before the day’s 
sustain weight loss “big” meal, before a club lunch or dinner, at snack time 
after the diet.* or whenever the patient finds temptation greatest. 


AM PLws is dextro-amphetamine plus 19 important 
vitamins and minerals. It helps rehabilitate post- 
dieting habits while augmenting nutritional intake. 
*Aaron, H.: Weight Control, Consumer Reports 17:100 (Feb.) 1952. 


Chicago 11, Illinois 
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LABORATORIES, INC. 


gay 


METHAMPHETAMINE HYDROCHLORIDE, McNEIL 


Of 100. and 1600. Als6 aVailable in 


OUNCIL pleasant- -tasting elixir (color amber); | 
A CHEMISTRY is each 30 cc. (1 fl. oz.) containing 20 mg.— ~ | 


pints and gallons. Samples on request. . 
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HYDROCHLORIDE 


is for 
Reserpine 
now combined 


VERALBA 
for simpler, 
safer, two-way 
hypertension 
therapy 


VERALBA- 


PROTOVERATRINES A AND B WITH RESERPINE 


In the treatment of mild, moderate, or malignant hypertension, com- 
bination of the protoveratrines with reserpine in VERALBA—R offers 
five outstanding clinical advantages: 

1) Maintains normal or near-normal blood pressure indefinitely ; 


2) Combines additive vasodilation of two of the safest, most effective 
antihypertensive agents; 


8) Tranquilizes the emotional patient; 


4) Avoids unpredictable responses by the use of pure, crystalline 
alkaloids which are completely standardized by chemical assay; 


5) Permits dosage schedule to be established easily, with continued 
and uniform responses to be expected thereafter. 


SUPPLIED: Each VERALBA—R tablet contains 0.4 mg. of protoveratrine and 0.08 mg. 
of reserpine. In bottles of 100 scored, uncoated pink tablets. 


PITMAN *MOORE COMPANY 


DIVISION OF ALLIED LABORATORIES, INC. 


INDIANAPOLIS, INDIANA 
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Uniformly 


INFANTS CHILDREN 
ADULTS AND AGED 


poes NOT contain ANY ANTIBIOTIC 


Does not affect 
BLOODPRESSURE 
RESPIRATION 
CENTRAL NERVOUS SYSTEM 


ENTIRELY Safel in 


CARDIAC—DIABETIC 
PREGNANCY—THYROID 
AND HYPERTENSION CASES 


Authoritative Proof sent on request. 


COMPLETELY FREE OF SIDE-EFFECTS... 
no cumulative action...no overdosage 
problem...non-toxic. 


For apety! USE RHINALGAN 


NOW Modified Formula assures 
PLEASANT, PALATABLE TASTE! 


FORMULA: Desoxyephedrine 0.22% Antipryine 0.28% w/v 
in an isotonic aqueous solution with 0.02% Laurylamine Sac- 
charinate. pH 6.4 + 0.1. Stable. Will not discolor or otherwise 
deteriorate. All tness entirely elimi d 


Available on YOUR prescription only! 


- tive Ear Infections (Acute or Chronic) 


GP December, 1954 


RECTALGAN-Liquid——For symptomatic relief in: Hemorrhoids, Pruritus, Perinsal Sutering — 
DOHO CHEMICAL CORP., 100 Varick Street, New York 13 


Reference to RHINALGAN: 


1. Van Alyea, O. E., and Donnelly, W. A.: E.E.N.&T. 
Monthly, 31, Nov. 1952. 

2. Fox, S. L.: AMA Arch. Otolaryn., 53, 607-609, 
1951. 

3. Molomut, N., and Harber, A.: N.Y. Phys., 34, 14- 
18, 1950. 

4. Lett, J. E., (Lt. Col. MC-USAF) Research Report, 
Dept. Otolaryn., USAF School Aviat. Med., 1952. 

5. Hamilton, W. F., and Turnbull, F. M.: J. Amer. 
Pharm. Ass'n., 7, 378-382, 1950. 

6. Browd, Victor L.: Rehabilitation of Hearing, 1950. 

7. Kugelmass, |. Newton: Handbook of the Common 
Acute Infectious Diseases, 1949. 


NURALGAN—After 40 years STIL 
auralgesic and decongestant. 
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Pentoxyton, the newest therapy in angina pec- 
toris and status anginosus, combines the tran- 
quilizing and bradycrotic effects of Rauwiloid® 
and the long-acting coronary vasodilating effect 
of pentaerythritol tetranitrate (PETN). 

The rationale of this new combination of 
drugs is based in part upon the well-known 
observation that the frequency and severity of 
anginal attacks are worsened by fear and appre- 
hension. The Rauwiloid effect in PENTOXYLON 
serves to slow the rapid pulse which accom- 
panies apprehension and pain. The slower heart 
rate, with its lengthened diastole, permits better 
coronary. filling, more adequate ventricular fill- 
ing, and wider stroke volume. Thus the work 


© Reduces altvegiyonin soads demand on the myocardium is diminished while 


® Reduces severity of attacks 


© of PETN exerts its prolonged coronary dilating 
* Increases exercise tolerance effect. PENTOXYLON offers therapy in angina 
2 * Reduces tachycardia without xanthines, without stimulation of 
ae e Reduces anxiety, allays cardiac rate or work. 
apprehension 
ae © Lowers blood pressure in Development of full effectiveness of PENTOXY- 
: hypertensives LON requires about 2 weeks of therapy, though 
* Does not lower blood pressure benefits have been observed after 24 hours. 
© Produces objective improve- Continuing therapy over a period of time with 
ment demonstrable by EKG. PENTOXYLON—in the usual dosage of 1 tablet 
Descriptive brochure on request. q.i.d.—can be expected to reduce markedly or 
to abolish the nitroglycerin requirements. 
PENTOXYL ON 
eo Each tablet contains pentaerythritol tetranitrate (PETN) 10 mg. and Rauwiloid® 1 mg. 


RIKER LABORATORIES, INC., LOS ANGELES 48, CALIFORNIA 
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For well-tolerated 
therapy of such common 
infections as: 


Pneumococcal infections, 
including pneumonia, with 

or without bacteremia; 
streptococcal infections, 
with or without bacteremia, 
including follicular 

tonsillitis, septic sore 
throat, scarlet fever, 
pharyngitis, cellulitis, 

urinary tract infections 

due to susceptible organisms, 
and meningitis; many 
staphylococcal infections, 
with or without bacteremia, 
including furunculosis, 
septicemia, abscesses, impetigo, 
acute otitis media, 
ophthalmic infections, 
susceptible urinary tract 
infections, bronchopulmonary 
infections, acute bronchitis, 
pharyngitis, laryngotracheitis, 
tracheobronchitis, sinusitis, 
tonsillitis, otitis media, 

and osteomyelitis; 

certain mixed bacterial 
infections; soft tissue 
infections due to 

susceptible organisms. 
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Brand of tetracycline 


is now available on prescription from 
Laboratories, division, chas. Pfizer & Co., Inc. 
world’s largest producer of antibiotics, 
discoverers of oxytetracycline and 

the first to describe the structure of 
tetracycline, nucleus of modern 


broad-spectrum antibiotic therapy. 


Tetracyn is supplied as Capsules, 
Tablets, Oral Suspension (chocolate 
flavored), Pediatric Drops (banana 
flavored), Intravenous, Intramuscular, 
Ophthalmic Ointment, and Ointment 
(topical). 


TRADEMARK 


(Pfizer PFIZER LABORATORIES, Brooklyn 6, N. Y. 


Division, Chas. Pfizer & Co., Inc. 


ay 
| 
wn 
| 
| 


The first complete hematinic 
providing 1 U.S.P. Oral Unit 
of antianemia activity in 

just two small capsules daily 


MOL-IRON 
PANHEMIC 


For all anemias responsive to essential blood 
building factors. Just two capsules daily 
supply: 1 U.S.P. Oral Unit* of antianemia 
activity—plus therapeutic quantities of Mol- 
Iron** and other clinically essential 
hemopoietic factors. 


Formula: 


Each therapeutic dose of 2 capsules contains: 


Mol-Iron 
Ferrous Sulfate 
Molybdenum Oxide 

Vitamin Bie with Intrinsic Factor 
Concentrate 

Folic Acid 

Ascorbic Acid 


MOL-IRON 
PANHEMIC 
Dosage: one capsule b.i.d. 


Supplied: Bottles of 60 (one 
month’s supply) and 500 
capsules. 


*One U.S.P. Oral Unit represents 
the minimal amount of the ther- 
apeutic agent (Vitamin Biz with 
Intrinsic Factor Concentrate) 
which, when administered orally 
each day to a patient with perni- 
cious anemia in relapse, produces 
a satisfactory reticulocyte re- 
sponse and subsequent relief of 
both anemia and symptoms. 
**The significantly superior form 
of therapeutic iron. Extensive 
bibliography on request. 


White Laboratories, inc., 
Kenliworth, N. J. 
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PENICILLIN WITH BENEMID® 


extends the scope of — therapy 


To intensify penicillin therapy and maintain 
optimum penicillin concentration, follow an 
initial “loading” dose of 300,000 units of 
intramuscular penicillin with 2 Tablets of 


REMANDEN or 2 teaspoonfuls of Suspension 
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SUPPLEMENTS AND ‘AUGMENTS INTRAMUSCULAR 


of REMANDEN every 6 or 8 hours. For chil- 
dren, follow-up dosage is based on 40 mg. of 
‘Benemid’ per Kg. of body weight per day in 
divided doses, every 6-8 hours. 


Philadelphia 1, Pa. 
DIVISION OF MERCK & CO., Inc. 
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Diplococeus 44,000 X 


Diplococcus pneumoniae (Streptococcus pneumoniae) is a Gram-positive 


organism commonly involved in 


lobar—and bronchopneumonia + chronic bronchitis + mastoiditis + sinusitis 


otitis media + and meningitis. 


It is another of the more than 30 organisms susceptible to 


PANMYCIN' 


100 mg. and 250 mg. capsules 


*TRADEMARK, REG. U.S. PAT. OFF. 
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visceral eutonic 


DACTIL 


PLAIN AND WITH PHENOBARBITAL 


relieves pain2=spasm usually in ten minutes 


relieves gastroduodenal 
you can usually see it work right in your office. : 
‘ DACTIL capsules act at the site of visceral p 
| pain = spasm within minutes and control spasm within two - 
Unusually well tolerated, DACTIL does not interfere with ¢ 


DACTIL, first of the Lakeside oigachesl 


1 ‘HCI. 
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DACTIL with Phenobarbital in bottles of 50 capsules. There are 50 
 DACTIL and 16 mg. of phenobarbital (warning: may be habit 
44 ———pactit (plain) in bottles of 50 capsules. There are 50 mg. of DACTIL in 


vitamin supplements for infants 


Superior flavor Exceptionally pleasant “taste-tested” blend of flavors care- 
fully protected during manufacture . . . no unpleasant after- 
taste... readily accepted without coaxing. 


Outstanding stability is achieved by Mead’s specially 
developed solution. Poly-Vi-Sol and Tri-Vi-Sol require no 
refrigeration .. no expiration dates on labels—and may be 
safely autoclaved with the formula. 


Superior stability 


Superior miscibility Both disperse instantly in formula, fruit juice or water... 
mix easily with Pablum® cereal and other foods. 


Light, free-flowing ... no mixing necessary . . . calibrated 
droppers assure easy, accurate dosage. For infants, drop 
directly into the mouth. For children, measure into a spoon. 


Superior hypoallergenicity pojy vi-sol® and Tri-Vi-Sol® supply crystalline vitamuns 
. in a completely hypoallergenic solution. ~~ 


Poly-Vi-Sol _Tri-Vi-Sol 


SIX ESSENTIAL VITAMINS FOR DROP DOSAGE VITAMINS A, D AND C FOR DROP DOSAGE 


Superior convenience 


i on every count uperior 
6 
6 


Vitamin | Vitamin 
A 


POLY-ViI-SOL 5000 1000 
Each 0.6 cc. supplies. units units 


TRI-VI-SOL 5000 1000 
Each 0.6 cc. supplies. units units 


Available in 15 cc. and 50 cc. dropper bottles. 
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4 MEAD JOHNSON & COMPANY - EVANSVILLE, INDIANA, U.S.A. @gagbep 
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